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FOREWORD 


The Quarrerty Review or SurGery, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins and reports of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 

operative Therapy 10—B. Hernia . Proctology 

. Tumors 10—C. Peritoneum . Genitourinary Surgery 
. Neurosurgery 10—D. Stomach and . Gynecologic Surgery 

. Head and Neck Duodenum . Vascular Surgery 

». Plastic Surgery 10—E. Intestines . Orthopedic Surgery 

. Thyroid and Parathyroid 10—F. Appendix . Traumatic Surgery 

. Thoracie Surgery 10—G. Liver and Biliary . Miscellaneous 

. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader to quickly locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obsletrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 
. Normal Pregnancy . The Menstrual Cycle 
Including Diagnostic Tests . The Vulva and Vagina 
. Pathologic Pregnancy . The Uterus Including Cancer 
. Ectopic Pregnancy, Hydatid Mole, of the Uterus 
Chorionepithelioma . The Adnexa (Physiology and Pathology) 
. Normal Labor Including Anesthesia . Operative Gynecology 
and Analgesia . Sterility and Fertility 
. Pathologic Labor Including . Female Urology 
Operative Obstetrics . Miscellaneous 
. Pathology of Newborn . Book Reviews 
. The Puerperium 
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Highlights in the History of Cardiac Surgery 


Niles D. Chapman, M.D.* 


Sherman! in 1902 stated, ‘The road to the heart is only 2 or 3 cm. in a direct 
line, but it has taken nearly 2400 years to travel it. It took surgery 98 years from 
the pericardium to the epicardium—across a space that is such only potentially.” 

Long before the function of the heart was known the frightful mortality associ- 
ated with wounds of that organ left the ancients with the deeply rooted conviction 
that any injury to it would necessarily prove fatal. It was therefore not until 
Fischer's splendid monograph? on wounds of the heart in 1868 that any general 
recognition was given to the opinion that patients with wounds of the heart were 
recoverable. Fischer stated that about 10 per cent of all heart wounds healed safely. 
His opinion was derived from postmortem findings, in both animal and man, of 
healed wounds of the heart often containing arrow heads and other missiles. 

Experimental cardiac surgery had its birth in the laboratory of Block,’ who, in 
1883, successfully sutured experimental cardiac wounds in rabbits. This work was 
soon applied clinically. Many voices were raised against what was then thought 
to be reckless surgery. The great Theodore Billroth* stated in 1883 that “any sur- 
geon who would attempt such an operation [cardiac suture! should lose the respect 
of his colleagues.”’ 

In 1896 Rehn® of Frankfurt, carried out the first successful repair of a laceration 
of the heart. One can imagine the consternation of Stephen Paget,® who in that 
same year wrote, ‘Surgery of the heart has probably reached the limits set by nature 
to all surgery; no new method and no new discovery can overcome the natural 
dithculties that attend a wound of the heart." 

Following this initial success, the number of sutured cardiac wounds increased 
rapidly, and 10 years later (1906) Rehn’ reported 124 cases of cardiac suture with a 
recovery rate of 40 per cent. 

From the Department of Surgery, School of Medicine, University of Washington, Seattle 

* Assistant Resident in Surgery, The King County Hospital, Seattle. 


The success of Rehn stimulated research in experimental cardiac surgery and 
popularized the operative approach to cardiac wounds. However, because of the 
lack of adequate methods for anesthesia during thoracic procedures, cardiac and 
pulmonary surgery suffered a severe handicap. At this time intrapleural surgery 
was limited to conditions in which pleural adhesions had formed, so that collapse 
of the lungs was prevented. 

In 1909 Meltzer and Auer,* working at the Rockefeller Foundation, published 
careful studies on the insufflation technique of intratracheal anesthesia and, with 
this successful demonstration, the doors to intrathoracic surgery were thrown 
widely open. 

In the interim the reports of the successful repair of cardiac wounds had led to 
speculation about the future of cardiac surgery in man. Samways,’ in 1898, antici- 
pated that future progress of cardiac surgery would permit relief of severe mitral 
stenosis by “lightly notching the mitral orifice and trusting to the auricle to con- 
tinue its defense.’" The now famous proposal of Sir Lauder Brunton,'’ published 
in Lancet in 1902, suggested that ‘the good results that have been obtained by sur- 
gical treatment of wounds of the heart embolden one to hope that before very long 
similar good results may be obtained in cases of mitral stenosis.’ This communica- 
tion aroused a rash of condemnation and support; Lancer'' in a lead editorial of its 
next issue attacked this proposal. 

Despite such criticism, many surgeons'*~'® used the experimental laboratory and 
devised many ingenious ways of producing experimental preparations that demon- 
strated these valvular defects and abnormal cardiac dynamics. 

It was in this environment of furious experimental activity that Tuffier,'? in 
1913, attempted valvular surgery in a human patient for the first time. The patient 
was a young man with severe aortic valve stenosis. Tufher had anticipated cutting 
the valve by means of a knife inserted just above the aortic ring, but abandoned 
this during the course of the operation in favor of digital dilatation by invagination 
of the anterior aortic wall into the valvular orifice. The patient survived and was 
reported alive 10 years later. 

The same year Doyen'* operated on a 20 year old woman with pulmonic valve 
stenosis and attempted to relieve the obstruction by passing a tenotomy knife through 
the right ventricle. The patient survived the operation but died on the fourth 
day after surgery. Necropsy revealed marked subvalvular narrowing, rather than 
a localized valvular stenosis. This operative attempt represents the birth of definitive 
intracardiac surgery. 

With the advent of World War I, there was again extensive experience with 
cardiothoracic injuries; the reported mortality in 1906 of 60 per cent was reduced 
to about 25 per cent during World War I.'* This figure should be contrasted with 
the reported experience of Harken*! during World War II while he was at the 160th 
General Hospital Thoracic Center in England: a series of 124 patients with foreign 
bodies in and around the heart and great vessels were operated upon and the foreign 
bodies removed without a single operative death. 

Cutler, Levine, and Beck in 1920 undertook an extensive investigation of the 
possibility of surgically treating mitral stenosis. They repeated most of the experi- 
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mental work that had been done, tried various methods of producing experimental 
mitral stenosis, and ultimately devised a method of incising and excising portions 
of the mitral valve with an instrument called a cardiovalvulatome. This was a 
punch-like instrument that was to be inserted through the left ventricular wall, 
engaging the valvular orifice and removing a sector of the valve blindly. 

In 1923 after three years of work, they tried their first clinical case.*!_ The patient 
was an 11 year old girl. A tenotomy knife was passed into the left ventricle, and 
attempts were made to incise both cusps of a stenotic mitral valve. The patient 
lived four and one-half years after surgery; however, she had evidence of severe 
mitral insufficiency. 

That same year, Allen and Graham** attempted to attack the stenotic mitral 
valve under direct vision with a cardioscope. This was a cystoscope-like instru- 
ment that was to be inserted through the left auricular appendage. They reported 
only one clinical trial with their instrument. The operation was carried out in 
three stages, but the patient succumbed before any definitive surgery could be carried 
out. 

Pirbaum,** in 1923, utilizing Cutler's instrument, operated on a 28 year old woman 
with aortic and mitral stenosis. The patient, however, died on the sixth day after 
surgery. 

In 1925, Henry Souttar** digitally dilated a mitral valve that was moderately 
stenotic. Because the stenosis was not as severe as anticipated, instrumental attack 
was not utilized, although planned. The patient was markedly improved post- 
operatively and lived five years, dying eventually of a cerebral embolus.** 

Between 1923 and 1928, Cutler*® and his associates operated on six more patients, 
but all succumbed. At this point the clinical work was abandoned, but the work in 
the laboratory continued unabated. 

Powers,** in 1932, successfully produced moderate stenotic deformity of the mitral 
valves in dogs by a combination of electrocoagulation and intravenous inoculation 
with Streptococcus viridans. Subsequent valvular surgery in these dogs was attended 
by a high mortality. 

Interest in acquired valvular disease dropped and was not revived until 1945, 
when the modern era of direct valvular attack was opened by Bailey** in an un- 
successful attempt at direct surgical relief of a patient with mitral stenosis. The 
following year he digitally split both fused commissures of a calcific mitral valve 
in a 29 year old woman; however, death occurred 48 hours later, and at autopsy 
it was clearly evident that the anatomically mobilized valve leaflets were capable 
of relatively normal function. On July 10, 1948, after four unsuccessful attempts, 
Bailey** succeeded in performing a satisfactory “‘commissurotomy"’ of the anterior 
extremity of the fused valve slit in a 24 year old women, who still remains clinically 
well. 

Brock,*” thoracic surgeon at Guy's Hospital in London, working independently 
of the American investigators, two months later successfully split a stenotic mitral 
valve at the commissures. The same year, Harken*! described two clinical attempts 
at what he termed “‘selective insufficiency’’ by excising portions of the mitral valve. 

Aortic stenosis was the first valvular deformity successfully treated when Tuther 
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operated on his patient in 1913. Carrel,** alone and in collaboration with Tuftier, 
published experimental observations on aortic and pulmonary valvular surgery in 
dogs; however, these experiments were not applied clinically at this time. 

In 1947, Smithy et al** ** described their experiments on cutting the, aortic valve 
cusps of dogs with a harpoon-like instrument passed from either above or below the 
valve. The untimely death of Smithy, who himself died of aortic stenosis, halted 
these investigations before a clinical trial was made. 

In 1949, Bailey et al*® repeated Smithy’s experiments using a backward cutting 
punch to resect portions of the valve from above; however, their mortality for this 
procedure in dogs was 75 per cent. An unsuccessful clinical application of this work 
was made the same year on a 26 year old woman with severe aortic stenosis. Un- 
fortunately, the patient died during the procedure. 

Bailey then began to develop the concept of aortic commissurotomy, and he began 
devising a mechanical dilator that would split the fused valve along its commissures. ** 
Suitable instruments were developed for both transventricular and transaortic 
commissurotomy. In 1956, Merendino modified Bailey's transventricular instru- 
ment so that the shaft was extremely small in diameter;*? with it, he and his associ- 
ates operated on a series of 19 patients with aortic stenosis without a single oper- 
ative death. 

Several ingenious approaches have been made to the problem of mitral insufficiency. 
Early in the 1900's, several investigators had attempted to reduce the size of the 
mitral annulus by passing a circumferential suture about it. In 1938, Murray et al** 
attempted to place a piece of pericardium in the left ventricle to replace a portion 
of a previously excised valve. This procedure in dogs had a 70 per cent mortality. 
Bailey et al** and Logan and Turner*® have used this method clinically with a 52 
per cent mortality. Davila et al,*' in 1955, recommended the passage of a circumfer- 
ential suture about the mitral annulus to reduce its size. Merendino and Bruce" 
have reported the successful repair of 2: patients with severe insufficiency, utilizing 
a pump oxygenator and open cardiotomy and approximating the redundant valve 
orifice,under direct vision. 


Aortic insufficiency was attacked by Hufnagel ** in 1950, when he devised a plastic 
ball valve that is well tolerated in the descending aorta of both experimental animals 
and man. It restrains backward flow of the aortic contents at the level of its inser- 
tion into the circulation. 


During the 1930's, when surgical interest in the acquired valvular diseases was 
low, various surgical centers began working on attempts to correct congenital 
vascular anomalies. The idea of correcting nature's mistakes, however, was not 
entirely new. 

In 1907, before the Philadelphia Academy of Surgeons, Munro** proposed the 
operation of ligation of a patent ductus arteriosis. Despite the early recognition 
that this was a potentially correctable lesion, it was not until 30 years later (1937 
that Streider et al*® ligated a patent ductus in a 24 year old woman who was desper- 
ately ill with subacute bacterial endocarditis. Unfortunately, the patient died on 
the fourth day after surgery. On August 26, 1938, Gross first successfully ligated 
a patent ductus.** This was in a 74% year old boy. Since that time, literally thous- 
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ands of ligations of a patent ductus have been successfully performed. It has since 
been recommended by Gross‘? that the ductus be divided, because recanalization 
will occur in approximately 10 per cent if the ductus is merely ligated. 

In the same year (1938), Gross and Hufnagel** began working in the laboratory 
on the problem of coarctation of the aorta. The problem was to occlude the aorta 
to allow for resection of the stenotic area and for reanastomosis of the cut ends with- 
out causing spinal cord damage from lack of oxygen during the period of occlusion. 
In 1943, Blalock proposed that the left subclavian artery be used as a pathway by 
which blood could be shunted beyond the stenosis.** In November, 1944, Crafoord 
of Sweden resected the first successful case.*” Eight months later, Gross*' suc- 
cessfully repeated the performance. In 1949, Gross** began to use preserved homo- 
grafts to bridge the resected aorta where the area removed was too great to permit 
reapproximation. 

It was not until the 1940's, nearly 40 years after the delicate intracardiac ma- 
neuvering of Carrel and Tuther, that definitive surgery was applied to the complex 
and dithicult problem of congenital malformation of the heart itself. 

In the experimental laboratory, Blalock** and Taussig developed a method of 
raising the arterial oxygen saturation in malformations in which cyanosis and 
either pulmonary valvular or infundibular stenosis was present. They sought to 
increase the deficient pulmonary blood flow by creating an artificial ductus arteriosis. 
This was accomplished by anastomosing one of the systemic arterial vessels to one 
of the pulmonary arteries. On November 29, 1944,°* they operated on their first 
patient, a 14 month old infant weighing 9 pounds, who was greatly benefited by 
the procedure. Ports,*® in 1946, modified the procedure when he anastomosed the 
aorta to the pulmonary artery. 

Brock,** in 1948, approached the problem of pulmonary stenosis by a direct attack 
on the stenosis itself. He felt that the detrimental effects of the stenosis could be 
relieved by valvulotomy or infundibular resection. He first revived the cardioscope 
of Allen and Graham, but soon abandoned it for dilators and rongeurs, with which 
he attacked the valve directly through a right ventriculotomy. 

Progress in the repair of interatrial septal defects was deficient until 1947, when 
Cohn*? devised a method of repairing experimentally produced septal defects in 
dogs. No clinical trials were made. In 1948, Murray®* carried out blind anterior 
and posterior plication of the atrium, using external landmarks. Swan et al,** in 
1950, reported the technique of double invagination of each atrial appendage against 
the defective septum. Although other ingenious devices and methods*’: were 
suggested, none of these was applicable in all of the patients, and none ensured 
complete closure of the defect. In 1952, Bailey described a technique which he 
called atrioseptopexy, where a portion of the right atrial wall was amputated and 
invaginated against the septal defect.** That same year (1952), Gross et al®* re- 
paired an interatrial defect, utilizing a cleverly designed latex well that was sutured 
to the edges of a long incision made in the right atrial wall. The low right atrial 
pressure permitted the blood to rise only 10 to 12 cm. in the well, which was thus 
open at the bottom, allowing direct suturing of the defect. 

Sondergaard developed a technique by which a heavy silk suture is passed through 
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the substance of the upper portion of the intraventricular septum from its anterior 
to its posterior borders.*® In August, 1952, Bailey, applying Bigelow’s experi- 
mental work on hypothermia,®’ attempted the direct vision repair of an interatrial 
septal defect, utilizing venous inflow occlusion and hypothermia.** Unfortunately, 
this patient succumbed during the procedure. Two months later, Lewis success- 
fully repaired an interatrial septal defect in a 5 year old child, using hypothermia 
and direct vision.* 

The most recent advance in cardiac surgery, the development of total cardio- 
pulmonary by-pass, today represents cardiac surgery’s most magnificent triumph. 
The struggle for its development spans nearly 20 years; the method is an inspiring 
monuMent to its ingenious creators. 

Gibbon™ began experimenting with a pump oxygenator in 1937 while at the 
Massachusetts General Hospital, Boston. He was appalled by the terrifying mor- 
tality associated with the Trendelenburg operation (extraction of a pulmonary 
embolus) at that institution. At that time, of 142 patients who had had Trendelen- 
burg operations 9 were living. Indeed, Churchill” had spoken of it as not an oper- 
ation but an immediate postmortem examination. Gibbon believed that the mor- 
tality could be reduced if the flow of oxygenated blood could be increased during 
the period of pulmonary artery occlusion. He sought to shunt blood from the right 
jugular vein through an oxygenator and back to the right femoral artery. He did 
not use his pump clinically at that time. In 1939, he reported a series of 13 experi- 
ments.*! At that time he had 4 dogs that were living at least a year after total 
cardiopulmonary by-pass, one dog having been on a complete by-pass for 20 minutes. 
The problems he encountered were legion. One of the most troublesome was to 
obtain an adequate volume of oxygenated blood. He believed that the animal 
should be perfused at a rate equal to its normal cardiac output. This meant that he 
had to oxygenate and pump upwards of 4 liters per minute. However, he overcame 
these difficulties and produced an exceedingly complex apparatus that he first used 
successfully to repair an atrial septal defect in 1953.7? 

In 1953 and 1954, Andreason and Watson in England, and C. W. Lillehei in the 
United States, began to develop a new concept of cardiopulmonary by-pass.**: ** 
They discovered that it was not necessary to perfuse the patient at a rate equal to 
his normal resting anesthetized cardiac output. They described a new concept, 
which they christened the azygos flow principle. Their procedure was to occlude 
the superior and inferior vena cavae, permitting only blood returning via the azygos 
vein to enter the right atrium. Thus, the cardiac output was lowered to about 
10 per cent of its resting anesthetized value; despite this low flow, it was noted that 
most of the animals survived without serious harm. Their procedure, plus the de- 
velopment of a new type of pump, enabled them to simplify many of the technical 
problems. 

Prior to the development of a successful mechanical oxygenator, Lillehei used a 
close blood relative to supply the oxygenated blood. Both patient and donor were 
anesthetized, and the donor's femoral artery and vein were cannulated and connected 
to the patient’s circulation via a pump. He called this method controlled cross 
circulation®® and utilized it in 64 cases. 
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With the development of a relatively simple, but safe and efficient, mechanical 
oxygenator,’* 7? the progress in this area of surgery has been outstanding. 

Each medical center has had its intrepid pioneers who have developed systems 
of cardiopulmonary by-pass, and now this type of surgery is being done in many 
widely separated clinics throughout the world. Many problems still confront the 
investigators, but with such a history of perseverance they will surely solve the most 
complex problems. 
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surgery abstracts 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


29. Erythromycin and Erythromycin-Neomycin for Intestinal Anlisepsis. 1IstDORE 
COHN, JR., AND ALFRED LONGACRE, New Orleans, La. Am. J. Surg. 94:402, 
Sept., 1957. 


Erythromycin alone and in combination with neomycin was evaluated as an 
intestinal antiseptic. Patients were prepared as if they were being prepared for 
colonic surgery. Stools before, during, and after therapy were subjected to quan- 
titative bacteriologic analyses and to sensitivity studies. The dosage of erythro- 
mycin administered was 300 mg. every six hours for 72 hours. Since streptococci, 
staphylococci, coliform organisms, and bacteroides were not controlled, erythro- 
mycin cannot be recommended for preoperative preparation of the colon. The 
dosage of erythromycin-neomycin administered was: erythromycin, 250 mg.: 
neomycin, 1.0 Gm. This was given in combination every hour for four hours, and 
then every six hours for 72 hours. There was rapid disappearance of streptococci, 
coliform organisms, and bacteroides, plus control of staphylococci: where found. 
The growth of yeasts during therapy is an additional indication of adequate bac- 
terial control. Sensitivity studies indicate that the combination of erythromycin 
and neomycin complement each other effectively. Thus this is one of the most 
desirable combinations for preoperative preparation of the colon. Since erythro- 
mycin is particularly effective against the offending organisms in the micrococcic 
enteritis that sometimes follows broad-spectrum antibiotic therapy, the combination 
of erythromycin-neomycin should be reserved for those cases in which there is 
reason to anticipate such a complication, when the patient has been on long-term 
broad-spectrum antibiotic therapy, or for the postoperative intraluminal therapy 
advocated by the authors. 12 references. 7 figures. 2 tables. Author's abstract. 


This procedure should not be adopted as a general procedure. Antibiotics frequently 
upset the intestinal flora. Sulfonamide drugs do not seem to have this effect. Until 
further work is done, I would prefer the sulfonamide drugs with low residue diet and 
careful colon cleansing.—J. H. F. 


30. The Effect of Nutrition on Nitrogen Metabolism in the Surgical Patient. w1i.iaM 
D. HOLDEN, H. FRIEGER, S. LEVEY, AND W. ABBOTT, Cleveland, Ohio. Ann. 
Surg. 146:563-577, Oct., 1957. 


Many surgeons and physiologists have observed that, following an injury to 
either man or experimental animal, there is a rather characteristic biochemical 
response, i. e., large nitrogen deficits, salt and water retention, and potassium 
wasting. When an attempt was made to dissect the complex components of the 
metabolic response to injury, it was apparent that the effects of an acute starvation 
regimen were being included in the total reaction. In the present investigation, 
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metabolic balance studies were conducted in more than 50 patients, most of whom 
underwent a subtotal gastrectomy. Caloric intakes ranging from 0 to 3000 were 
controlled in order to study the effect of the nutritional intake on the response. 
From these studies, it was concluded that the generally accepted metabolic response 
of surgical patients, as measured by nitrogen deficits and change in body weight, 
is in large part iatrogenic and can be altered significantly by proper nutritional 
therapy. 22 references. 11 figures. Author's abstract. 


The sooner we get the patient lo take normal food in normal amounts, the better the 
nitrogen balance will be. Intravenous feeding is an excellent substitute, even though 
there is some loss. The loss does nol come from muscle or food but from the hydrolysis 
fluid. Women have more fat and therefore can stand nitrogen loss better than men. 
This is a fine paper well presented.—J. H. F. 


31. Respiratory Arrest Following Administration of Intraperitoneal Neomycin. 
BERNARD FE. FERRARA AND ROBERT D. PHILLIPS, Charleston, 5. C. Am. 
Surgeon 23:710-712, Aug., 1957. 


The authors report 2 cases in their clinical experience in which respiratory arrest 
occurred following the intraperitoneal administration of neomycin. In each case 
recovery was complete. In L case the respiratory arrest lasted for 15 minutes, 
and in the other for five hours. It is stated that previous oral administration of 
neomycin enhances the toxicity of the drug when it is administered to the peritoneal 
cavity. The production of respiratory arrest by the intraperitoneal administration 
of this drug has been produced in laboratory animals by the authors. The authors 
are convinced of the effectiveness of neomycin as the antibiotic of choice for pre- 
operative bowel preparation. However, owing to the complication reported, they 
urge caution when using the drug intraperitoneally. The total dose so given should 
not exceed 3 Gm. of neomycin in a 1 per cent solution. If used in quantities not in 
excess of this dosage, no complications should occur. 8 references. Author's 
abstract. 


THYROID AND PARATHYROID 


32. Ten Year Results of I®' Therapy of Hyperthyroidism. SIDNEY C. WERNER, 
EDITH QUIMBY, AND BENTO COELHO, New York, N.Y. Bull. New York Acad. 
Med. 33:783, Nov., 1957. 


There is no question about the high efficacy of Pin the treatment of hyperthy- 
roidism. However, the method carries with it certain risks, such as that of hypo- 
thyroidism, or of failure to obtain remission with any given dose. These difliculties 
are explained by a factor of variability in susceptibility to radiation effect. The 
disadvantage of unpredictability of outcome is not too serious, since it can be 
largely offset by the concurrent use of antithyroid drugs. Hypothyroidism, too, 
may not be troublesome, since replacement therapy is virtually complete. However, 
the onset of hypothyroidism may occur years after treatment and may be quite 
insidious. As a consequence, the relation of the new symptoms to the antecedent 
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I’ therapy may go unsuspected by both physician and patient, unless the patient 
has been previously warned of the possibility of such a development. Uncertainty 
about late thyroid cancer remains after LO years of I usage. This uncertainty 
alone probably should continue to limit the use of the isotope in the younger age 
groups. In addition, however, there is another and equally important reason for 
restriction of treatment in younger people. The radiation effect to the gonads 
from [I therapy increases the mutation rate to between L and 2 per cent in the 
offspring of the treated patient. Thus, exposure of a potential parent to this risk, 
however small, or of younger people in general to the possible risk of cancer, seems 
unjustifiable at the present stage of information. Surgery in this group is effective 
and carries a low mortality and morbidity. There is a dearth of comparable data 
by which to define the relative success of [' therapy in controlling the ophthal- 
mopathy of patients with hyperthyroidism. The present experience suggests that 
|! probably carries less risk of serious ocular damage consequent to therapy than 
surgery. It is also probable that ['*' therapy is not more risky in this regard than 
is long-term antithyroid drug therapy, whereas ['' is a more definitive therapeutic 
agent for the hyperthyroidism itself. 10 references. 16 tables.-- Author's abstract. 


The long, satisfactory history of surgery for hyperthyroidism must be kept firmly in 
mind when searching for newer, less tried methods of therapy. Donald \. Trueblood. 


THORACIC SURGERY 


33. The Use of a Gastric Tube lo Replace the Esophagus as Performed by Dr. Dan 
Gavriliu of Bucharest, Rumania. A Preliminary Report Following a Visit to 
Bucharest. Henry J. HEIMLICH, New Rochelle. Surgery 42:693-695, 
Oct., 1957. 


In the April, 1955, issue of SUrGery, Heimlich and Winfield described the experi- 
mental results of an operation whereby the esophagus is replaced with a reversed 
gastric tube. Shortly thereafter, Gavriliu of Bucharest, Rumania, wrote to these 
authors stating that he had been performing the operation since L951. At the invita- 
tion of the Rumanian Academy of Science, Heimlich traveled to Bucharest in 
October, 1956, where he participated in two gastric tube procedures and made 


a motion picture of the operation. The operation enables the entire esophagus, 
from the pharynx to the cardia, to be replaced. This is accomplished by creating 
a tube from the greater curvature of the stomach. The tube, which remains at- 
tached at the cardia, is reversed, and is brought to the neck subcutaneously with 
its vascular supply from the left gastroepiploic vessels. The antral end of the 
tube is anastomosed to the pharynx or to the divided cervical esophagus. The 
distal end of the cervical esophagus is closed. Four fifths of the stomach remains 
in the abdomen and retains its normal storage function. Patients are able to eat 
all foods. The entire esophagus can be resected; however, a thoracotomy need 
not be performed in patients who have benign strictures or nonresectable lesions. 
Peptic esophagitis cannot develop because the non-acid secreting antrum is anas- 
tomosed to the esophagus. Prior to October, 1956, Gavriliu had performed the 
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operation successfully on 50 patients. Several patients who had been operated 
on three to five years previously were examined by Heimlich; all were well nourished 
and able to eat all foods. Heimlich performed a successful reversed gastric tube 
procedure on April 20, 1957, in New York. He has since constructed gastric tubes 
in 6 additional patients with excellent results. 5 references.—-Author’s abstract. 


1 very-worth while exchange of information from behind the iron curtain. Heimlich 
clearly outlines the early history of this new procedure and gives full credit where 


credil is due.—L. M.N. 


34. Chronie Constrictive Pericarditis. Roenlgenologic Findings in 35 Surgically 
Proved Cases. GORGE E. PLUM, A. J. BRUWER, AND THERON CLAGETT. 
Rochester, Minn. Proc. Staff Meet... Mayo Clin. 32:555-566, Oct. 2, 1957. 


The findings in 35 surgically proved cases of chronic constrictive pericarditis 
are presented. None of the roentgen findings are in themselves diagnostic without 
the usual clinical findings. Calcification was observed in the pericardium in 16 
per cent of the patients before operation. It may be present in the pericardium 
without the clinical syndrome of constrictive pericarditis, but when it is present 
with the usual clinical findings of this disease it is considered diagnostic. Postero- 
anterior roentgenographic views of the heart showed evidence of calcification along 
the upper left cardiac border in all cases; it is suggested that this region should 
be carefully inspected when looking for pericardial calcification. The second 
common sites of calcification were along the sternal and diaphragmatic surfaces of 
the right ventricle. Lateral and oblique roentgenograms demonstrate it best in 
these locations. The third common site of calcification was in the coronary sulcus 
between the left atrium and left ventricle. Pleural effusion was present in 60 per 
cent of the patients. It was bilateral in 12 patients and unilateral on the right side 
in 9 patients. Pulmonary vascular congestion was present in 13 per cent of the 
patients. The right side of the upper mediastinum was widened by the shadow 
of the superior vena cava in 77 per cent of the patients, and the shadow of the azygos 
vein was seen above the right main bronchus in 69 per cent of the patients. Decrease 
in amplitude of cardiac pulsations was present in 77 per cent of 26 patients. There 
was enlargement of transverse cardiac size on posteroanterior roentgenograms of 
6 patients. There was left atrial enlargement in 7 patients. These patients did 
not have the clinical findings of mitral stenosis, and it is suggested that the cause 
was due to constriction of the left ventricle or atrioventricular groove. 15 references. 
1 figures.— Author's abstract. 


35. _Interatrial Venous Transposition. A One-Stage Intracardiac Operation for 
the Conversion of Complete Transposition of the Aorta and Pulmonary Artery 
lo Corrected Transposition. Theory and Clinical Experience. K. ALVIN MEREN- 
DINO, J. E. JESSEPH, P. W. HERRON, G. I. THOMAS, AND R. R. VETTO, Seattle. 
Wash. Surgery 42:898-909, Nov., 1957. 


The majority of patients with uncomplicated transposition exhibit a combination 
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of any two or all three of the following defects: namely, a patent foramen ovale 
or interatrial septal defect, patent ductus arteriosus, and an interventricular septal 
defect. A single lesion exists in approximately 30 per cent of patients. Approxi- 
mately 80 per cent of all patients with transposition exhibit one or more of these 
defects. Some of these defects are considered minor and insufficient to interfere 
with a relatively normal life if the transposition were corrected. In the remaining 
20 per cent of patients, other major abnormalities exist; these patients are not 
considered further in this presentation. In transposition, the systemic and pul- 
monary venous return are normal, and, as experience has accumulated. there 
appears to be agreement that the approach most likely to be successful is transposi- 
tion of the venous return to correspond to the arterial transposition. The net 
effect: is the conversion of complete transposition to corrected transposition. 
The purpose of this paper is to describe a one stage operation, namely, interatrial 
venous transposition. A multicurved septal form was devised to reverse bidirec- 
tionally the cardiac venous inflows. This prosthesis, made of Ivalon, is designed 
to shunt all pulmonary venous return entering the left atrium via an interatrial 
septal defect into the right heart, and to shunt all caval return via the same inter- 
atrial septal defect into the left heart. Two patients with complete transposition 
of the aorta and pulmonary artery were operated upon; a pump oxygenator and 
a bilateral transsternal approach were utilized. The prosthesis was successfully 
inserted in place in both patients, with cardiac arrest via a right atriotomy. One 
of the 2 patients survived immediate perfusion and was awake and well three hours 
after surgery. She was returned to her room, when, with the change of position 
to the right side, she went into respiratory arrest. There was no difficulty with 
the heart. Attempts at resuscitation were unsuccessful, and eventually the heart 
went into arrest, secondary to anoxia. It is presumed that air trapped in the 
systemic chamber, following closure of the cardiotomy incision, resulted in this 
death. The rationale concerning the management of the commonly associated 
defects is presented. It appears that the correction of transposition, as well as 
associated defects, is simplified by the operative procedure presented. 11 references. 
7 figures.— Author's abstract. 


36. Studies in the Healing of Large Right Ventriculotomies. w. DEAN WARREN, 
F. BLANTON, JR.. AND W. H. MULLER, Charlottesville. Va. Surgery 
42:910-917, Nov., 1957. 


Previous investigation of heart wounds has been largely confined to evaluation 
of techniques in management of traumatic wounds of the myocardium. It seemed 
timely therefore to investigate certain aspects of healing of large ventricular 
wounds, because wounds in actively and forcefully contracting muscle subject 
to high pressure make the ultimate fate of ventriculotomies a problem. It is 
known that cardiac healing takes place by the formation of fibrous scar. This 
study was designed to evaluate the strength of the scar and its effect on the gross 
activity of the heart, the conduction mechanism, and vascular supply to the sur- 
rounding myocardium. Right ventriculotomies were performed in 20 dogs. and 
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subsequent) pulmonary stenosis was produced in 5 (25 per cent) in an attempt to 
increase right ventricular strain. The animals were sacrificed at intervals from 
2 to 16 months. Electrocardiograms and gross observations of the heart and its 
action were made, The incisions were examined grossly and microscopically. 
Strips of myocardium, cut transversely through the cardiotomy scar, were secured 
with two plastic pinch clamps. On one side the clamp was hooked to a stationary 
crossbar, and a fluid receptacle weighing 350 Gm. was suspended from the other 
clamp. Distilled water was added to the receptacle at a constant rate of 1200 
ml. minute until the specimen parted. There were no instances of incisional 
breakdown or gross alteration in heart action. Myocardial fibrosis and thinning 
in 6 animals (30 per cent) occurred between the incisio: and the branches of the 
left anterior descending coronary artery when the cardiotomy was high on the 
right ventricle, interrupting the branches of the right coronary artery. Tension 
studies revealed no loss of strength of the right ventricular wall, and in no case did 
disruption occur at the cardiotomy sear or through the area of myocardial thinning. 
It was noted that so-called “nonerushing” vascular clamps produced marked full 
thickness scarring when applied to the myocardium. The problem of cardiac 
aneurysms as related to myocardial thinning was briefly discussed. 10 references. 
7 figures.—Author’s abstract. 


37. Traumatic Chylothorar: Case Report and General Discussion. 3. P. WOODHALL, 
Macon, Ga. Surgery 42:780-786, 1957. 


Up to 1912, the treatment of traumatic chylothorax was accompanied by a 
50 per cent mortality rate. In that year Lampson successfully performed a trans- 
thoracic ligation of the thoracic duct in a case of traumatic chylothorax. Since 
then 32 patients have been treated successfully by both surgical and conservative 
methods. The anatomy of the duct. diagnosis of injury. and methods of treatment 
are reviewed. A case is presented of ductal injury in the root of the neck with the 
chyle emptying into the left thoracic cavity. It is emphasized that this injury 
presents a tremendous fluid and nutritional problem owing to the loss of chyle 
and that, if spontaneous closure does ‘not occur early, surgical intervention is 
advisable and safe. 33 references. | figure.— Author's abstract. 


38. Open Repair of Atrial Septal Defects. Results in Sirtv-Three Patients. ¥. JOHN 
LEWIS, P. WINCHELL, AND F. A. BASHOUR, Chicago, Ill J. A. M.A. 165:922- 
927, Oct. 26, 1957. 


Atrial septal defects are surgically correctable with a low mortality rate; surgery 
is indicated for most patients with this disease. An important exception is patients 
with severe pulmonary hypertension, and perhaps another exception should be 
made for those who have a low (persistent ostium primum) defect. Surgery is 
contraindicated if the pulmonary hypertension is high enough to produce a right 
to left shunt through the defect rather than the usual left to right shunt. Fortu- 
nately, this is uncommon. Uncommon, too, is the low or persistent ostium primum 
defect —a defect in which repair is hczardous. In the series of 63 cases discussed. 
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there were 3 patients with persistent ostium primum defects, 48 with foramen 
ovale defects, 10 with high defects, | with a continuous defect, and in | the type 
was unknown. The operative technique used in this series was an open technique 
employing hypothermia in a system that has been used by the authors for five 
years. The patient's rectal temperature was lowered to approximately 84 F.. and 
the cardiac inflow was occluded for an average of four to five minutes. There 
were six operative deaths in the series but none among the last 19 patients. Post- 
operative catheterization studies in 30 of the earlier patients showed a complete 
closure of the defect in all but 2. The levels of pulmonary artery pressure, pulmo- 
nary vascular resistance, and pulmonary blood flow all returned toward normal 
postoperatively in the patients studied. 11 references. 1 figure. 1 table. 
\uthor’s abstract. 


These results adequately justify the use of hypothermia with inflow occlusion in 
the treatment of atrial seplal defects, if the diagnosis is accurately made. Ll se of 
extracorporeal circulation would appear to be unnecessary in these cases.—M. M. BR. 


ABDOMINAL SURGERY—HERNIA 


39. Traumatic Diaphragmatic Hernia. THOMAS PERRY, JR.. W. W. FRANCIS, AND 
J. C. LONERGAN, Providence. R. Arch. Surg. 75:763-769, Nov., 1957. 


Traumatic diaphragmatic hernia may be due to penetrating wounds, such as gun- 
shot, or to nonpenetrating injuries. The second group has been greatly increased 
in recent years by high-speed auto accidents. In both groups, grave injury to 
other parts of the body, plus minimal early roentgen and physical findings in the 
chest, frequently masks the hernia. Serious consequences may occur early or late. 
and the diagnosis of hernia must always be kept in mind when post-traumatic 
signs at the lung bases do not clear. Gastrointestinal roentgenograms are often 
helpful in establishing the diagnosis. Of 7 patients treated in the Rhode Island 
Hospital, serious complications occurred in 5. These included perforated viscus 
in 4, strangulated viscus in 3, severe mediastinal shift in 3, and hemorrhage of 
more than 800 ml. in 3. Surgical repair is always the treatment of choice. The 
point is emphasized by the fact that the only death due to hernia in the series 
occurred from stomach strangulation a year after surgery. The patient should 
be brought into the best possible physical state preoperatively. However, in those 
cases approaching shock in spite of adequate support, including transfusions, 
thoracotomy to attack the cause of the shock is mandatory. The patient usually 
rallies promptly when the causative factor is corrected. 9 references. 8 figures. 
1 table.—-Author’s abstract. 


The responsibility for diagnosis and recognition of urgency of treatment of these 
cases rests upon the practitioner first seeing the accident, since most of these in civilian 
practice are due to automobile accidents. This paper is on a timely topic.—Henry N. 
Harkins. 
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—STOMACH AND DUODENUM 


10. The Value of Cytology in the Diagnosis of Gastric Cancer. JOHN F. SEYROLT 
AND GEORGE N. PAPANTICOLAOU, New York, Gastroenterology 33:369- 
377, Sept., 1957. 

This report gives the results obtained in 602 cases in which the cytologic method 
was used in the examination for gastric cancer. The technique employed was that 
of the gastric abrasive balloon, which aids in securing fresh mucosal cells for study. 
Sixty-six per cent of the LIT patients with gastric cancer were correctly reported 
as cytologically positive, not including the 19 per cent reported as “suspicious.” 
The errors included 15 per cent of the cancerous cases in which no tumor cells were 
found in the smears and one false positive in the group of 185 cases without gastric 
cancer. Comparing these results with those obtained by roentgenograms, it was 
found that, of the 111 patients with gastric cancer examined by both techniques. 
66.6 per cent were correctly read cytologically, whereas 68.5 per cent were correctly 
reported by the radiologists. Each technique contributed an additional number 
of cases, however, that were missed by the other method, so that a total of 88.7 
per cent were correctly diagnosed as positive for gastric neoplasms by one or the 
other procedure or by both. The usefulness of cytology in detecting gastric cancer 
in its early stages was not determined by this study, since the majority of patients 
were hospitalized and had complaints referable to the gastrointestinal tract. 
Malignant lymphomas were assigned class IV or V reports in 6 of 16 cases, and 
5 others were read as “suspicious.” In 4 of the cases read as positive, the cytologic 
reports stated that the findings were consistent with the diagnosis of malignant 
lymphoma. 6 references. 5 tables. Author's abstract. 


In this careful and accurate study of a large number of patients the authors point out 
that evtology and fluoroscopy actually supplement one another, and that by using both 
methods a preoperative diagnosis was possible in 20 per cent more patients than would 
have been possible with either method alone.—J. M. W. 


Hl. An Evaluation of Radiology and Gastroscopy in the Differential Diagnosis of 
Gastric leer. ANGELO DAGRADI AND DELORES EF. JOHNSON, Garden Grove, 
Calif. Gastroenterology 33:703, Nov.. 1957. 


This study encompasses a series of 100 consecutive gastric ulcer patients in whom 


both gastroscopic and radiological examinations were performed. Ninety-seven 
+ 

benign ulcers, 2 ulcerating lymphomas, and | carcinomatous ulcer were encountered. 
Sixty-five patients were subjected to surgery, and 35 were treated medically. The 
uleer was adequately seen on gastroscopy in 83 instances, resulting in 73 correct 
diagnoses, six incorrect diagnoses, and an indefinite diagnosis of | patients. The 
roentgenographic method visualized the ulcer crater in 88 instances, resulting in 
54 correct’ diagnoses, 15 incorrect diagnoses, and an indefinite diagnosis of 19 
patients. Inability to differentiate inflammatory from neoplastic infiltration sur- 
rounding an ulcer crater was responsible for the majority of the gastroscopic errors 
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and resulted in the authors’ being in favor of diagnosing a benign lesion as malignant 
rather than vice versa. In selected cases it is of value to repeat gastroscopic exami- 
nation after a short trial of medical management, at which time subsidence in the 
degree of the inflammatory component will permit the correct diagnosis to be made. 
It is not always possible to predict on the basis of radiological localization whether 
a gastric ulcer can be visualized on gastroscopic examination, since 41.6 per cent 
of ulcers located on the posterior wall were seen. 

Radiological examination and gastroscopy are complementary procedures, and 
when utilized in the clinical study of gastric ulcer patients will assist greatly in 
clarifying the true nature of the lesion, thereby reducing the number of patients 
subjected to surgical exploration because cancer appears to be the primary indica- 
tion. When gastroscopic examination reveals a benign-appearing gastric ulcer, 
and especially if corroborated by a similar radiological appearance, the clinician 
can pursue a course of medical management with a great deal of confidence. 18 
references. 5 tables.— Author's abstract. 


When one considers that it is frequently difficult for the pathologist to differentiate 
malignancy and benignancy grossly in a surgically removed gastric ulcer, it is amazing 
that the gastroscopist is accurate in 84 per cent of cases. However, a 16 per cent incorrect 
and indefinite figure is 8 times the risk of subtotal gastrectomy. The logical time to 
cure ulceraling cancer of the stomach is before it can obviously be detected as such by 
either gastroscopy or fluoroscopy. Few patients fully acquainted with the shortcomings 
of these two methods of diagnosis care to run the risk of medical management of a 
seemingly benign gastric uleer—J. M. W. 


42.  Vagotomy and Pyloroplasty for Acute Perforated Duodenal leer. JouN s. 
PIERANDOZZI, DAVID B. HINSHAW, AND FRANK ROGER, Whittier, Calif. West. 
J. Surg. 65:139-142, May—June, 1957. 


Long-term follow-up studies of patients having perforated duodenal ulcer show 
that, in those treated by the simple closure method, there is a higher incidence 
of recurrence of duodenal ulcer difficulty with a high percentage of these requiring 
definitive surgery. It has been shown that gastrectomy can be done in selected 
cases of perforated duodenal ulcer with a minimal mortality. Thus, the acute 
problem (perforation) and its underlying cause (ulcer diathesis) are treated. 
\agotomy and pyloroplasty is a much less formidable procedure that can be similarly 
applied to perforated duodenal ulcer. Two theoretical objections to vagotomy and 
pyloroplasty in the presence of acute duodenal perforation, namely, those of 
mediastinitis and duodenal leakage, did not occur in this series. The patients 
appeared clinically to do as well as patients treated by simple closure, and it did 
not appear that hospitalization time or morbidity was increased. The actual 
performance of pyloroplasty in the presence of acute duodenal perforation presented 
very little technical difficulty. Thirty-six patients with perforated duodenal ulcer 
treated by primary vagotomy and pyloroplasty are reported. There was no mor- 
tality. 15 references. 7 figures.— Author's abstract. 
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The authors have achieved an enviable mortality even for simple closure. Their 
experience would indicate that this is a procedure of slight risk thal would appear 
justifiable even in the presence of widespread contamination. It is a reasonable and 
rational approach midway between simple closure and subtotal gastrectomy, and should 
carry considerably less risk than the latter procedure.—J. M. W. 


43. Study of Motility in Gastric Remnant Following Subtotal Gastrectomy. GEORGE 
L. JORDAN, HARRY L. BARTON, AND WILLIE A. WILLIAMSON, Houston, Texas. 
Surg.. Grynec. & Obst. 104:257-262, March, 1957. 


One theory of the pathogenesis of postoperative gastric retention is that gastric 
atony occurs early in the postoperative period, impairing emptying of the gastric 
remnant. To evaluate this hypothesis, motility in the gastric remnant was studied 
in 46 patients between the ninth and fifteenth postoperative days following distal 
subtotal gastrectomy. Reoentgenographic technics and measurements of intra- 
luminal pressure with a nonobstructing electrical recording system were utilized. 
Roentgenographic examinations revealed that barium usually flowed immediately 
through the stoma, but the time required for complete gastric emptying varied 
from five minutes to more than seven hours in asymptomatic patients. The 
average time required for complete emptying was 76 minutes in patients having 
had a gastrojejunostomy, whereas it was 169 minutes in those with a gastro- 
duodenostomy. 

Two of the patients had symptoms of gastric retention at the time the studies 
were performed. Each had obstruction of the efferent loop beyond the stoma, 
which was well demonstrated by roentgenography. 

The recordings of intraluminal pressure were characterized by minimal activity, 
both when the subject was in the fasting state and postprandially following inges- 
tion of a test meal. In some patients there was complete absence of propulsive 
contractions in both the fasting and postprandial states, although in most persons 
six to twelve contractions ranging from 5 to 15 mm. Hg in amplitude occurred 
during one hour of postprandial observation. 

These studies indicate that emptying of the gastric remnant is not dependent 
upon intrinsic peristaltic activity. The important factors are changes in intra- 
abdominal pressure due to diaphragmatic motion and to voluntary movements, 
gravity, normal gastric tone, and jejunal peristalsis. This study indicates that 
mechanical obstruction of the efferent loop is the most common cause of gastric 
retention following subtotal gastrectomy. Gastric atony is not a primary factor. 
references. 5 figures. Author's abstract. 


i. lL leer Cancer of the Stomach. 0. OLSSON AND R. ENDRESEN. Acta chir. Scan- 
dinay. 3:16-21, May 31, 1956. 


From 1937 through 1951 a total of 401 patients underwent gastrectomies for 
gastric lesions. There were 200 patients in whom the condition was classified by 
the pathologist as gastric ulcer, 25 as “ulcer cancer.” and the remaining 176 as 
cancer of the stomach. By an ulcer cancer the authors mean one in which the 
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lesion resembles a peptic ulcer macroscopically, and in which microscopic ex- 
amination shows regions of chronic inflammation intermingled with regions in- 
filtrated with cancer. 

The age distribution of the patients with ulcer cancer was roughly the same as 
for those with ulcer. The average age of the patients with other types of cancer 
of the stomach was higher than for those with ulcer cancer. 

In these small series there was no probable difference in sex distribution between 
patients with ulcer cancer and those of the two other series. There is, however, 
a significant difference in sex incidence between gastric ulcer and gastric cancer. 

The postoperative prognosis was better for patients with ulcer cancer than for 
those other patients with cancer of the stomach, even if those with metastases 
were excluded. This better prognosis may be ascribed to the possibility that this 
type of cancer is less malignant, but the fact that most of the patients had been 
under observation because of the ulcer and the fact that the cancer was diagnosed 
early are probably just as important. 

In most of the 25 patients with ulcer cancer the indication for surgery was ulcer 
of the stomach, possibly malignant (15 patients). For 8 patients the preoperative 
diagnosis was benign ulcer. For the remaining 2 patients cancer was diagnosed 
before the operation. 

\ benign ulcer cannot be distinguished from a malignant one with certainty by 
radiography. In no less than 1 per cent of the 208 patients for whom the pre- 
operative diagnosis was benign ulcer, the lesion ultimately proved to be malig- 
nant. The preoperative history (duration of illness and symptoms) is unfor- 
tunately not directly informative in this respect. 

The authors emphasize the importance of considering surgery for persons with 
gastric ulcer to prevent cancer of the stomach and or to avoid the risk of failing 
to operate on persons in whom gastric cancer has been mistakenly diagnosed as 
ulcer of the stomach. 11 references. 1 tables.—- Author's abstract. 


15. Subtotal Gastreclomy and Hemigastrectomy with Vagotomy for Duodenal leer. 
Comparative Sludy One Year Afler Operation. WAROLD W. HARROWER, P. 
COOPER, R. H. SMITHWICk, AND D. H. BURKE, Providence. R. J. A. 
165:1270-1274. Nov. 9, 1957. 


Ninety men with duodenal ulcer were followed for one year after hemigastrectomy 
and vagotomy (15 patients) and subtotal gastrectomy without vagotomy (15 
patients) in order to compare the results of the two operations. Severe degrees of 
weight loss and dumping and moderate to severe disturbances of meal pattern were 
more frequent in the patients who underwent subtotal gastrectomy; 2 of these 
patients developed stomal ulcers. ‘No stomal ulcers were found following hemi- 
gastrectomy and vagotomy. After insulin stimulation, 40 patients in the hemi- 
gastrectomy-vagotomy group, as compared with 30 patients in the subtotal gastrec- 
tomy group. were achlorhydric. Incomplete vagotomy in the hemigastrectomy 
group did not result in any greater free acid production than occurred in patients 
who were not achlorhydric after subtotal gastrectomy. There did not appear to 
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be any correlation between clinical findings and the results of gastric secretory 
studies, except for the fact that the 2 patients with gastrojejunal ulcer produced 
free hydrochloric acid. The authors believe that hemigastrectomy and vagotomy 
are to be preferred to subtotal gastrectomy for the elective surgical treatment of 
duodenal ulcer. 4 references. 4 figures. 6 tables.— Author's abstract. 


This is an interesting and suggestive study and, perhaps, a longer follow-up in a 
larger series will be more conclusive. The incidence of marginal ulcer is higher than 
one would expect following 75 per cent subtotal gastrectomy.J. MW. 


—INTESTINES 


16. Diagnosis and Treatment of Aganglionosis of the Myenterie Plerus. 
L. RIKER, Chicago, Ill. A. M.A. Arch. Surg. 75:362, Sept.. 1957. 


One of the most important advances in pediatric surgery during the past decade 
has been the clarification of the etiology of congenital megacolon and the evolution 
of a satisfactory form of treatment. A total of 59 patients with aganglionosis of 
the myenteric plexus of Auerbach were treated at Children’s Memorial Hospital. 
Chicago. Of 51 patients for whom adequate pathological examination was available, 
29 had absence in the rectosigmoid colon; 6, up to the splenic flexure; LO. to the 
transverse colon; 3. of the entire colon. In Ll, the terminal ileum was included: 
in 2. all the bowel up to the duodenum was involved. (1) Neonatal group: Twenty- 
four patients required treatment during the first few weeks of life. These infants 
usually had severe intestinal obstruction. Aganglionosis involved more than the 
rectosigmoid in half of the cases. The treatment preferred was immediate transverse 
colostomy. followed by a secondary resection and pull-through anastomosis in six 
months. The mortality in this group was 50 per cent. (2) Older group: Thirty-five 
patients were treated initially after infancy. Usually a history of constipation from 
birth and typical barium enema findings sufficed to make the diagnosis. Rectal 
biopsy via the anus was seldom used. A primary resection of the involved bowel 
and pull-through anastomosis gave the most satisfactory results. Five patients 
had leakage at the anastomotic site with two fatalities. 

The extent of resection always depended upon microscopic evidence of the extent 
of aganglionosis. Biopsy and frozen sections should guide the surgeon; therefore, 
anyone who may be called upon to treat bowel obstruction in the newborn or who 
intends to operate upon patients with megacolon must have more than a nodding 
acquaintance with the appearance of the normal Auerbach’s plexus and its ganglion 
cells. 21 references. figures.— Author's abstract. 


17. Massive Hemorrhage from Diverticular Disease of the Colon. CHARLES Db. 
KNIGHT, Shreveport, La. Surgery 42:853-861, Nov.. 1957. 


Hemorrhage as a complication of diverticular disease of the colon was studied 
in two series of patients. and the results were reviewed. The combined series 
contained 289 patients who had diverticulitis and or diverticulosis of the colon: 
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56 of these had a history of gross bleeding from the rectum. Only 14 patients had 
massive hemorrhage, an incidence of 4.8 per cent. Of the 14 patients with massive 
hemorrhage, 7 had diverticular involvement of the entire colon and 4 others had 
involvement extending from the hepatic flexure to the rectum. This and data 
from other reported series suggest that exanguinating hemorrhage is most likely to 
occur When the colon is extensively involved by diverticular disease. In so far as 
could be determined, inflammation was not a factor in the massive hemorrhage 
encountered, because none of these patients had signs or symptoms of diverticulitis. 
The treatment of hemorrhage complicating colonic diverticulosis was outlined; 
the majority of patients responded to a conservative regime. The problem of the 
severe bleeder who does not respond to a couservative program was considered, 
and 2 cases were presented to illustrate the use of colostomy to stop hemorrhage in 
diverticular disease. It was suggested that simple diversion of the fecal stream 
may be the safest way to control massive hemorrhage from diverticulosis. 17 
references. 2 tables.—Author’s abstract. 


18. Polyps of the Colon in Children. DONALD L. GORDON, GEORGE A. HALLENBECK, 
MALCOLM B. DOCKERTY, ROGER L. J. KENNEDY, AND RAYMOND J. JACKMAN, 
Rochester, Minn. A. M. A. Arch. Surg. 75:90-95, July, 1957. 


Adenomatous polyps in 104 children less than 15 years of age were studied. 
The incidence, excluding newborns, was 0.1 per cent. A family history was present 
in some cases of diffuse (familial) polyposis, as well as in cases with single or scattered 
polyps; however, the incidence in neither group was statistically significant. 
History, physical examination, and further diagnostic examinations were as might 
be expected. Bleeding was the predominant symptom and palpable rectal polyps 
a frequent finding; proctosigmoidoscopic examination and double contrast barium 
enema roentgenograms are the primary diagnostic procedures. Pathological study 
revealed that about 16 per cent of the polyps would have a low grade adenocarcinoma 
in situ, and that, as the literature shows, invasive adenocarcinoma of the colon is 
practically unheard of before puberty. Follow-up study revealed that diffuse 
polyposis could not always be diagnosed when the child was first found to have a 
colonic polyp. Consequently recommendations were as follows: All polyps 
within reach of a sigmoidoscope should be treated by fulguration. All cases of 
diffuse polyposis should be treated with subtotal colectomy and end to end ileo- 
rectostomy. Patients with single or isolated polyps above the reach of sigmoido- 
scope should be treated by careful observation until around puberty, when definitive 
surgical treatment should be instituted. 5 references.— Author's abstract. 


There is quite general agreement thal cancer is not a problem until after the age of 
puberly.—C, J. B. 


49. Primary (Idiopathic) Enteric Intussusception in the Adult. ELMER HOFFMAN, 
Baltimore, Md. Gastroenterology 33:475-481, Sept., 1957. 


Approximately 25 per cent of cases of intussusception occur in adults, and 
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approximately 25 per cent of these can be classified as primary, that is, without 
any disease processes at the apex or as the etiologic agent of the intussusception. 
Many theories have been advanced to explain primary intussusception. A working 
classification of the types of intussusception would consist of three major groups— 
enteric, colic, and enterocolic—and four minor groups—-compound, retrograde, 
multiple, and anastomotic. The incidence of these various types is difficult to 
ascertain from the literature, because many of the large series are not broken down 
into specific types. This is particularly true of the enteric group, which frequently 
includes both the enteric and the enterocolic. From the literature, one obtains 
the impression that the enteric type occurs in anywhere from 8 per cent to 50 per 
cent of cases of intussusception. The symptomatology of adult intussusception 
varies markedly and reveals no cardinal points. Many cases have a chronic course 
with a picture simulating that of one of several intra-abdominal diseases, such as 
peptic ulcer, cholecystitis, or appendicitis. Examination during the acute attack 
may reveal tenderness, spasm, and or a mass. Between attacks there may be no 
positive physical findings. If intestinal obstruction persists or if gangrene ensues, 
the symptoms and physical findings become obvious. In jejunal intussusception 
the symptoms are likely to be intermittent and may be present for months or years. 
There may be a history of abdominal pain, especially after meals; nausea; and 
vomiting. Barium studies may reveal: (1) coiled spring effect; (2) absence of 
normal gas pattern: (3) narrow column of barium in intussusceptum; or (4) 
obstruction to the flow of barium. Treatment will be determined by the presence 
of obstruction, the viability of the intestine, and the etiology of the intussusception. 
\ 33 year old white woman with a history and physical findings compatible with 
biliary disease was found to have a jejunojejunal intussusception, corresponding 
in location to findings on the preoperative gastrointestinal series. 22 references. 
figure. 2 tables.Author’s abstract. 


This is a good review of the subject, particularly as it pertains to adults. The reader 
should remember that in infants primary intussusceplion is frequent, especially in the 
5 to 9 month age bracket. However, in adults, secondary intussusception (not the 
subject of this paper) is most common, due to lipoma, invaginaled Meckel’s diverticulum, 
elec. In Hoffman's account, these secondary cases are four limes as common as pri- 
mary inlussusceplion in adults.—Henry N. Harkins. 


50. Surgical Management of Acute Volrulus of the Sigmoid Colon. A Study of 
55 Cases. DAVID B. HINSHAW AND RICHARD CARTER, Los Angeles, Calif. 
Ann. Surg. 146:52-60, July, 1957. 


Acute sigmoid volvulus accounts for approximately 2 to 3 per cent of intestinal 
obstructions and is second to carcinoma as a cause of large bowel obstruction. 
This study of 55 cases of acute sigmoid volvulus suggested a classification into two 
main clinical types. The acute fulminating type is characterized by occurrence 
in younger patients, sudden onset and rapid course, diffuse abdominal pain and 
tenderness, and early development of gangrene, and frequently simulates a perforat- 
ed viscus or other abdominal catastrophe. The subacute progressive type, which 
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is more common, usually occurs in older patients, has a more gradual onset, and 
runs a more benign course. Nonviability of the bowel develops more slowly. 

The basic definitive surgical treatment is resection of the long redundant sigmoid 
loop, which is invariably present. Emergency treatment may sometimes be ac- 
complished by nonoperative decompression with a rectal tube. However, this 
procedure should be reserved for the occasional patient with the subacute progressive 
type who has no clinical signs suggesting nonviable bowel, and whose general 
condition prohibits laparotomy. In general, it is recommended that acute sigmoid 
volvulus should be treated by laparotomy, with early obstructive resection or 
detorsion of the sigmoid loop. If there is question as to the viability of the sigmoid, 
obstructive resection is necessary: whereas, if viability is not a problem, detorsion 
may be used, providing later elective sigmoid resection is done to prevent recurrence. 
Resection and primary anastomosis is seldom safe in patients with acute sigmoid 
volvulus. Obstructive resection with later colostomy closure is more applicable. 
The mortality rate in acute sigmoid volvulus closely parallels that of bowel gangrene, 
and there is difficulty clinically in determining whether or not these nonviable 
changes are present. Consequently, early obstructive intervention is preferable 
to more indirect, so-called conservative measures. 10 references. 3 figures. 
\uthor’s abstract. 


The “scoul™ roentgenograms, which should be a part of the diagnostic study of most 
patients who have an acule abdominal syndrome, are usually diagnostic. Definitive 
frealment requires that decompression and resection be accomplished. C. J. B. 


—LIVER AND BILIARY TRACT 


SL. Experimental Production of Gallstones by Incomplete Stricture of the Terminal 
Common Bile Duct. KAMIL IMAMOGLLU, J. F. PERRY, JR., AND O. H. WANGEN- 
STEEN, Minneapolis, Minn. Surgery 42:623-630, Oct., 1957. 


Patients with cholelithiasis often have marked narrowing of the terminal common 
bile duct at the ampulla of Vater, suggesting that narrowing of the ampulla may be 
the initiating factor in the formation of stones in biliary tree. To investigate this 
thesis, incomplete stricture was produced in the terminal common bile duct of 
dogs, rabbits, and monkeys. After exposure of the common duct, a small strip 
of cellophane sealing tape, dusted lightly with dicety! sodium phosphate, was 
sutured very loosely around the terminal common duct, just before it penetrated 
the duodenal wall. The animals received no antibiotics or special postoperative 
care and were fed regular laboratory rations. All animals that died were autopsied, 
and others were sacrificed at varying intervals of time. In most of the animals, 
the common duct was somewhat dilated with narrowing at the site of ligature, 
which, however, still allowed passage of a | mm. probe or of bile. Eight of 9 rabbits, 
2 of 10 dogs, and | of 4 monkeys developed stones in the gallbladder or common 
bile duct 4 to 20 weeks following the procedure described. Chemical analysis 
demonstrated the stones to consist of pigment, pigment-cholestrol, or cholestrol. 
Bile cultures have been sterile. Sphineter of Oddi and papilla of Vater obtained 
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from autopsy patients with and without stones were studied microscopically and 
revealed fibrosis of the submucosa of the ampulla of Vater in the patients with 
stones. ‘These studies indicate that narrowing of the terminal common duct may 
be followed by the appearance of stones in the gallbladder or common bile duct. 
Infection does not appear to be a necessary component for the production of stones 
in the biliary tree. 20 references. 2 figures. 1 tables.Author’s abstract. 


This is an intriguing bil of investigative work that I am sure will be followed up. 
Biostasis with ils consequent hyperconcentralion is known to produce cholesterol deposits. 
If, in patients, submucosa! fibrosis of the sphincter of Oddi plays a significant role in 
the hyperconcentration of bile with the extrahepatic tract, it will be an important con- 
tribution lo our comprehension of the pathogenesis of biliary calculi. W. D. H. 


52. Long-Term Survival Following Right Hepatic Lobectomy. ANDER BRUN- 
scuwic, New York, \. Y. Am. J. Surg. 94:2-8, July, 1957. 


Total right hepatic lobectomy was performed on 4 patients who survived at 
least five years in excellent status. In 2 patients the lesions were massive heman- 
giomas and in 2 patients they were primary hepatic cell cancer. The postoperative 
physiologic status of these patients has been practically normal. 4 references. 
8 figures. Author's abstract. 


53. Evaluation of the Risk in the Medical Trealment of Acute Cholecystitis. FRANCIS 
Z. REINUS (AND HOWARD J. KESSLER, New York, \. Y. Surgery 42:631-637, 
Oect., 1957. 


The risk of medical management of acute cholecystitis was evaluated in 381 
patients. Of these, 216 patients had preliminary medical treatment followed by 
late operation, 63 patients were treated medically only, and 72 patients had early 
operation without trial of medical therapy. There were 16 deaths and 42 post- 
operative complications. One hundred and eighty-eight patients were treated 
successfully by medical management and elective operation. This group had the 
lowest operative mortality, cholecystostomy, and complication rate of the series. 
Fifty-eight patients became worse during preliminary medical treatment: operation 
became necessary and was accompanied by a higher mortality, cholecystostomy. 
and complication rate. Factors influencing the response to medical treatment 
were evaluated. Medical failure was greater in patients with multiple disease 
factors, such as a palpable mass, abdominal rigidity, white blood count over 15,000, 
pancreatitis, choledocholiathiasis, or perforation or gangrene of the gall bladder. 
and in those more than 50 years of age. The rate of failure to respond to medica! 
treatment changed from 15.2 per cent over-all to 61 per cent among patients with 
advanced age and advanced disease. Early operation should be reserved for older 
patients with advanced cholecystitis after adequate medical work-up. Those 
patients with less severe forms of acute cholecystitis can best be served by medical 
treatment and elective operation. 7 references. 2 figures. 3 tables. Author's 
abstract. 
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It is difficull lo be categorical about the management of patients with acule cholecystitis. 
Generally speaking, most patients with acute inflammation of the gallbladder will 
recover from the acute atlack. Upon indication, however, any patient al any age should 
be explored if conservative therapy does nol elicit prompt and progressive recovery. 

W. 


54. The Splenie Approach to the Portal Circulation: Intrasplenic and Intrahepatic 
Tissue Pressure Measurements in Acule and Convalescent Hepatitis. STANLEY 
REICHMAN AND WILLIAM D. DAVIS, JR., New York, N. Y. Gastroenterology 
33 2609-615, Oct., 1957. 


The direct relationship between the splenic pulp and the portal circulation has 
been utilized for determination of portal pressure, hepatic blood flow, and spleno- 
portal circulation times. A method is described whereby intrasplenic pulp pressure 
measurements may be performed at the bedside. Circulation times and hepatic 
blood flow determinations were made following injection of radioactive iodinated 
serum albumin into the splenic pulp and plotting its course and dilution through 
the hepatic vascular bed. In 40 cases of acute hepatitis intrasplenic pressure 
measurements revealed a slight but usually consistent elevation of the portal pres- 
sure during the acute stage of the illness. No sustained portal hypertension was 
noted, and none of the 21 patients undergoing esophagoscopy demonstrated 
esophageal varices. Essentially no changes occurred in splenoportal circulation 
times or estimated total hepatic blood flow in the acute as compared to the con- 


valescent stages. These findings, if borne out by additional studies, suggest the 
possibility that sinusoidal narrowing associated with a compensatory increased 
blood supply might be the chief vascular alterations occurring during acute hepatic 
disease. 14 references. 2 figures. 3 tables.—Author’s abstract. 


The low morbidily following splenic punctures for pressure studies is confirmed 
in this article. The problem of postsplenic puneture hemorrhage is not considered. 
Although no mortality has been reported to date following splenic puncture for pressure 
studies or splenoportal venography, it has been necessary to transfuse a few of these 
patients with 500 to 1000 ml. of whole blood.—L. M. N. 


GENITOURINARY SURGERY 


55. LU reteral Injuries in Pelvic Surgery. HARRY R. NEWMAN, ROBERT HOTCHKISS, 
AND SIDNEY GoRDON, New Haven, Conn. Am. J. Surg. 94:421, Sept., 1957. 


It is our belief that the incidence of injuries to the ureters would be greatly lowered 
if the anatomic status of the urinary tract were determined prior to operation, 
either by means of intravenous urography or retrograde pyelography. That the 
insertion of ureteral catheters will substantially reduce the risk has been demon- 
strated by Sisk. Accidents will be minimized if care is taken to identify the ureter 
before the uterine artery is clamped. The surgeon must also bear in mind the 
danger of occluding the ureter during the course of repairing the incision in the 
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peritoneum. Immediate repair of the divided or injured ureter is advisable. This 
is best accomplished by insertion of a uréteral catheter to act as a splint, comple- 
mented by diversion of the urinary stream through the insertion of a rubber catheter 
at a point proximal to the anastomosis. If the injury to the ureter is close to the 
bladder, reimplantation of the ureter into the bladder with cystotomy is the pro- 
cedure that is most likely to succeed. In the management of ureteral injury sustained 
during abdominal and pelvic surgery, the results obtained in this series of cases 
would seem to justify the method adopted. It is advocated that urinary diversion 
above the site of repair or anastomosis will provide most favorable results. In our 
series of 23 patients, about one third ultimately required nephrectomy and various 
degrees of function were restored to the remainder. It is our intention, on another 
occasion, to enumerate in detail the management of ureteral fistula and unilatera 
and bilateral occlusion. 20 references. 16 figures. 5 tables.—Author’s abstract 


56. Traumatic Rupture of the Testicle. CLARENCE SCHNEIDERMAN, Montreal, 
Canada. J. Urol. 78:54-57, July, 1957. 


Rupture of the testicle without direct penetration of the scrotal skin has rarely 
been reported. A review of the literature revealed only 19 cases recorded to this 
date; experience with 2 cases of rupture of the testicle led the author to believe that 
many of the cases of hematocele following trauma are probably associated with 
an underlying rupture of the testicle. It is felt that, if exploration is carried out 
shortly after injury, rather than treatment by conservative measures such as 
aspiration and scrotal support, it is probable that in many cases the testicle may be 
surgically repaired and atrophy or delayed orchiectomy prevented. The author 
described the cases of the two patients. One had a rupture through the tunica 
albuginea with eventration of the testicular tissue into the tunica vaginalis, and 
the other rupture and pertial necrosis of the testicular tissue within the tunicé 
albuginea. In both, early surgical exploration following trauma resulted in preserva- 
tion of the major portion of the testicle involved. 12 references.— Author's abstract. 


57. Influence of Ser Hormones on Formation of Experimental Vesical Caleuli 
in Male Rats. DONALD F. MC DONALD AND RALPH A. EDDINGS, Seattle, Wash. 
J. Urol. 78:28-32. July, 1957. 


In human beings, the sex ratio of urinary caleuli favors the male 2 to lL. In 
certain rats, this sex ratio is also prevalent when experimental calculi are induced 
by aseptic implantation of metallic foreign bodies. In this paper, which is one of 
a series, attempts were made to find cause for the higher incidence and larger size 
of stones formed in male as opposed to female rats. Five groups of animals were 
studied in two experiments. (1) Intact, untreated males. All formed calculi 
averaging 213 mg. (2) Intact stilbestrol-treated male rats. Eighty per cent formed 
stones of 172 mg. weight. (3) Castrated male rats. Sixty-five per cent formed 
an average 139 mg. calculus. (4) Castrated stilbestrol-treated males. Fifty per 
cent formed stones averaging 107 mg. (5) Intact, untreated female rats. Forty- 
two per cent formed an average 103 mg. calculus. ‘These experiments show that 
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male dominance in calculus formation can be eliminated by castration and stilbestrol 
treatment. The mechanisms whereby these results were achieved were not eluci- 
dated by studies of urine volume, pH. or calcium, magnesium, and phosphate 
excretion. 19 references. 1 figure. 3 tables.—Author’s abstract. 


58.  Siudies in the Prophylaris of Urinary Tract Caleuli. I. Urinary Glucuronides. 
MORTON BOGASH, OTTO ROSENTHAL, AND JOHN J. MURPHY, Philadelphia, Pa. 
J. Urol. 78:216-220, Sept., 1957. 


The oral administration of salicylates has been recommended by Prien for the 
prophylaxis of urinary tract calculi. Increased concentrations of glucuronides 
in the urine produced by this drug are thought to increase the solubility of calcium 
phosphate, rendering stone formation less likely. This premise was evaluated by 
measuring the effect of orally administered glucuronolactone and aspirin upon the 
urine of normal volunteers. Studies included determination of urinary pH, volume, 
and concentration of glucuronides, calcium, and phosphorus. Calcium saturation 
of the urine before and after ingestion of the drugs was compared by equilibration 
of the urine with tricalcium phosphate. Results indicate that the total glucuronide 
excretion in the urine is increased by acetylsalicylic acid and glucuronolactone. 
This increase is greeter when the substances are taken together, but their effect 
is less than additive. The elevated glucuronide levels attained with the recom- 
mended doses of acetylsalicylic acid and or glucuronolactone did not render the 
urine undersaturated with calcium salts. There is some evidence indicating that 
salicylates may inhibit stone formation through effects on other factors. | table. 

\uthor’s abstract. 


MISCELLANEOUS 


59. Safe Transportation of Newborn Infants for Emergency Surgery. HARRY C. 
BisHoP, Philadelphia. Pa. J. A. M. A. 165:1230-1233, Nov. 9, 1957. 


Experience has shown that newborn infants born with congenital defects requir- 
ing life-saving surgery do tolerate transfer from one hospital to another whether 
the distance is short or many hundreds of miles. Such an interhospital transfer 
should be supervised by one person who appreciates the need for dispatch. A com- 
petent nurse, preferably one trained in the care of newborn infants, should accom- 
pany the patient whether the journey is made by car, ambulance, or airplane. 
Special portable incubators are available that can control the oxygen supply and 
the temperature. The nurse should be provided with a No. 8 French red rubber 
vatheter and a 20 ml. syringe that can be used to aspirate the nasopharynx or 
stomach during the journey. It is desirable for the father to accompany the infant 
if possible. Routine antibiotics should be given in the maternity hospital before 
transfer so that an adequate. serum level exists at the time of surgery. All cases 
of esophageal atresia should be aspirated as necessary to free the oral pharynx 
of mucus that otherwise would be aspirated into the lungs. All cases of omphalocele, 
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diaphragmatic hernia, intestinal obstruction, and imperforate anus should have 
gastric suction to prevent further abdominal distention, vomiting, and the dangers 
of aspiration. The difficulties of transferring an infant from one hospital to another 
are outweighed by the advantages if the second institution has staff or equipment 
better adapted to the surgical management of complicated newborn cases.— 
Author's abstract. 


60. Culdocentesis. RICHARD H. MC DONALD, Detroit, Mich. West. J. Surg. 
65:212-219, July-Aug., 1957. 


When used with discernment, culdocentesis is a safe, versatile, and valuable 
technique in diagnosing and treating certain abdominal diseases in women. It 
is a simple and easily performed test of great value in the recognition of ruptured 
atypical or slowly leaking type of ectopic pregnancy, and can readily be performed 
as an oflice procedure without the use of any anesthesia, local or otherwise. In 
the treatment of specific types of pelvic abscesses, culdocentesis with aspiration 
of the pus from the abscess shortens the duration of the clinical course, reduces 
the degree of morbidity, and usually obviates the need for the more formidable 
operation of posterior colpotomy. The inspection of peritoneal fluid obtained by 
culdocentesis or transabdominal aspiration is sometimes useful in revealing certain 
abdominal diseases of traumatic, inflammatory, or neoplastic nature. A recently 
described use for culdocentesis in determining tubal patency and ciliary activity 
is mentioned. The experiences of a teaching gynecology service in a city hospital 
with the technique, uses contraindications, and interpretations of culdocentesis 
are presented. LL references. 2 figures. 1 table.— Author's abstract. 


61. Primary Lymphoedema. Clinical and Lymphangiographic Studies of a Series 
of 107 Patients in Which the Lower Limbs Were Affected. 3. B. KINMONTH, 
G. W. TAYLOR, G. D. TRACY, AND J. D. MARSH, London, England. Brit. J. Surg. 
49:1-10, July, 1957. 


Patients with primary lymphedema can be divided, according to the age at 
which the disease becomes manifest, into three groups: congenital, praecox, and 
tarda. In all groups the underlying pathology consists in maldevelopment of lym- 
phaties. The onset of the disease is earlier in cases with more marked or widespread 
defects of lymphatic structure. A familial tendency was present in 17 per cent 
‘of the 107 patients studied, a finding that lends support to the concept of a develop- 
mental error. In 17 patients, there was a history of a precipitating factor, usually 
something that might have caused only transient edema in a normal subject. 
Lymphangiograms have allowed division into three main groups according to the 
state of the lymphatic trunks. These are: (a) hypoplasia, (b) dilatation and tortuos- 
ity (“varicose lymphatics”), and (c) aplasia. The morbid anatomy revealed by lym- 
phangiography in primary lymphedema is different from that found in cases of 
acquired obstructive lymphedema. 16 references. 14 figures. 5 tables. Author's 
abstract. 
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The technique of lymphangiography, as perfected by Professor hinmonth of Sl. 
Thomas’ Hospital, London, has done much to clarify the pathophysiology of this very 
difficult problem. The collection of 107 patients with primary lymphedema is, in itself, 
indicative of the respect in which his work is held by his British colleagues.—L. M. N. 


62. Pre-existing Roentgen-Ray Dermatitis in Patients with Skin Cancer. ROBERT 
S. TOTTEN, P. G. ANTYPAS, S. M. DUPERTUIS, J. C. GAISFORD, AND W. L. WHITE, 
Pittsburgh, Pa. Cancer 10:1024-1030, Sept.-Oct., 1957. 


The occurrence of skin cancer in patients with chronic roentgen-ray dermatitis 
is a phenomenon that has been observed for many years. However, the high inci- 
dence of pre-existing radiodermatitis in patients with skin cancer at the present 
time is evidently not appreciated. This communication is based upon a study of 
105 consecutively admitted patients with skin cancer, 20 of whom had pre-existing 
roentgen-ray dermatitis. In all 20, the radiation had been administered for a benign 
condition or exposure was occupational. The incidence of basal-cell carcinoma 
in patients with roentgen-ray dermatitis has only recently been emphasized. Four- 
teen of these patients developed basal-cell carcinomas, and two of the tumors were 
unusual, widely infiltrating, nonulcerated growths involving the upper lip and 
nose. 12 references. 5 figures. 4 tables.—Author’s abstract. 


BOOK REVIEWS 


The Early Diagnosis of the Acute Abdomen. ed. 11. zachary cope. London, 
England. Oxford University Press, 1957. 188 pp. 9 illus. $4.50. 


This is the eleventh edition of a classic volume on differential diagnosis, dedicated 
to instruction in better management of the acute abdomen and based on adequate 
diagnosis as the logical first step in treatment. Principles of diagnosis, history 
taking, and studious physical examination are stressed. New sections added to 
the book since the tenth edition include a chapter presenting diagnoses related 
to various groupings of symptoms, a chapter on acute abdominal conditions due 
to vascular lesions (including aneurysms), and a section on intestinal obstruction 
in infants. The new format is more attractive than the old, with smaller print. 
neater headings, and better proportion of figures to page size. The radiographs 
are excellent in quality. The text is extremely readable and succinct. Explanation 
of signs and symptoms on the basis of anatomy and physiology aid in understanding 
differential features in diagnosis. There is no bibliography, unfortunately. Specific 
references are made only infrequently in the text; the reader would benefit from 
a listing of these. A few other deficiencies should be mentioned, although perhaps 
these are not so much deficiencies as differences in British and American practice. 
Auscultation of the acute abdomen as an aid to diagnosis is merely mentioned 
at one point in the text, abdominal paracentesis is not presented in any detail, 
and cul-de-sac needling in ectopic gestation is omitted entirely. Surprisingly. 
acute mesenteric lymphadenitis is not considered in the differential diagnosis of 
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acute appendicitis. Nonetheless, this book continues to be advisable reading for 
all medical students and practitioners. Even the well-trained surgeon who has 
encountered personally most of the experiences in diagnosis it contains will enjoy 
the orderly presentation of signs, symptoms, and logical explanation. The book 
is strongly recommended.—Robhert V. DeVito. 


The History of the American Board of Surgery, 1937-1952. 3. STEWART RODMAN. 
Philadelphia. J. B. Lippincott Co., 1956. 104 pp. $3.00. 


This book should be of interest to all surgeons and medical educators. Some 
day it will occupy av important niche in the history of medicine in its over-all 
perspective. The author was secretary of the board during the first 15 years of 
its existence. He has presented an excellent factual account of the development 
of surgery in the United States during this period. The relationships between 
general surgery, general practice, and the smailer surgical specialties, as well as 
many problems that have been considered in the past but that still vex surgeons 
today, are covered. Certain other more vertical divisions of surgery, such as 
trauma, have also been considered. Finally, the author prognosticates the future 
of the American Board of Surgery. The reviewer found the book to be both accurate 
and of great interest. [It is strongly recommended to those who are interested in 
the subject.-Henry \. Harkins. 


Chemosurgery in Cancer, Gangrene and Infections. FrREDERIC MoHS. Madison, 
Wis. Charles C Thomas, 1956. 305 pp. 682 illus. $13.50. 


This monograph presents a complete and detailed description of a relatively new 
method of treatment of cancer, gangrene, and infections. The author describes 
the technique by which external cancers may be excised under microscopic control. 
Specific technical details are presented concerning external cancers in various loca- 
tions. The book is beautifully illustrated in color and black and white, presenting 
many kinds of lesions amenable to chemosurgical treatment. The lesions are shown 
as they appeared originally, during treatment, and after healing. These alone offer 
an almost complete review of external pathology. The monograph is a must for 
the physician or surgeon contemplating chemosurgery.—.John A. Stevenson. 


Surgery of the Anus, Anal Canal and Rectum. &. s. R. HUGHES. Baltimore. The 
Williams & Wilkins Co., 1957. 304 pp. 276 illus. $10.00, 


In the opinion of the reviewer, this is one of the most outstanding books. if not 
the most outstanding book, on the subject that is available today. [It is compact 
and well printed, with separate and complete author and subject indexes. There is 
a very interesting historical appendix giving brief biographies and pictures of some 
of the outstanding men who have made contributions to the field in the past, includ- 
ing Miles, Waldeyer-Hartz. Thiersch, Hilton, Mikuliez-Radecki, and others. 
The illustrations include excellent photographs and a large number of line drawings. 
It is of interest that the author is his own artist, as his drawings have a definite 
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surgical flair and can be readily understood by surgeons. There is a short bibli- 
ography at the end of each chapter. The bibliographies tend to have a British 
flavor. However, the breadth of the author’s knowledge is testified to by the fact 
that, where American surgeons have made definite recent contributions, they are 
adequately cited. The recent surgical studies of Parks, Goligher, and others on the 
anatomy of the anus are mentioned. The original contribution of the author to 
the treatment of fistula in ano by immediate skin grafting receives adequate, yet 
not disproportionate, emphasis. In general, the book is directive rather than 
encyclopedic. In the chapter on prolapse of the rectum, the author lists the methods 
that he uses for complete prolapse of the rectum and does not make much mention 
of the perineal approach. The work of Altemeier is not mentioned. On the other 
hand, since the book was not intended to be encyclopedic, but merely to give 
a portrayal of what the author does in his practice, these omissions, few as they 
are, lose their significance. The book reflects the principles of anal rectal surgery 
as promulgated at St. Mark's Hospital, London, where the author was a resident, 
and also the work that he has done in the Royal Melbourne Hospital, Melbourne, 
Australia. The result is a credit to the teachings of St. Mark's Hospital and to the 
industry and contributions of the author.—Henry \. Harkins. 


General and Special Operative Surgery (Allgemeine und Spezielle Chirurgische 
Operationslehre), vol. 7, Part 1, ed. 2. MARTIN KIRSCHNER. RUDOLF ZENKER, 
revision editor. Berlin, Germany. Springer-Verlag, 1951. 868 pp. 556 illus. 


This previously famous series does not suffer by being revised by Dr. Zenker. 
Many American surgeons know that he is one of the German surgeons whose 
interests extend on both sides of the Atlantic. This volume is concerned with 
abdominal surgery. It has separate and extensive author and subject indexes. 
Many of the illustrations are in color; they are beautiful, very clear, and might be 
considered to be reminiscent of the original printing of Spalteholtz’ anatomy, but 
are, of course, more surgical in nature. There is an interesting appendix, in which 
the composition, solubility, and blood concentration curves of the various sulfonam- 
ides and antibiotics are listed with beautiful tabular and illustrative material. 
Finally, also in the appendix, there is a section in which references to each chapter 
are included. These references are not only to the German literature but also to 
that of other countries, particularly the United States and Great Britain. For 
those who can read German or even for those who appreciate excellent operative 
illustrations, this outstanding volume can be strongly recommended.—/lenry \. 


Harkins. 


Treatment of Burns. c. Pp. ARTZ AND REISS. Philadelphia. W. B. Saunders Co., 
1957. 250 pp. 105 illus. $7.50. 


This book represents the culmination of intensive and extensive research by the 
Surgical Research Unit of Brooke Army Medical Center, Houston, Texas. Though 
many American physicians may not approve of governmental medicine in all of 
its aspects, at the same time it cannot be denied that this Burns Study Unit set 


90 « June 1958 QUARTERLY REVIEW OF SURGERY 


up by the Army has made the finest study of burns ever performed by any group 
of physicians anywhere in the world. Most certainly, the authors deserve great 
credit for spearheading this effort although, as is shown in their book, they were 
ably helped by many others who worked with them. It will be interesting to note 
the progress of this unit now that the authors have gone into civilian medicine. 
The book is well printed, with a good subject index, separate bibliographies at the 
end of each chapter, and good illustrations: coverage is fundamental, practical, and 
up to date in every respect. It should be purchased by all surgeons, by all surgical 
residents, and by any others who are interested in the subject of burns.—Henry V. 


Harkins. 


Surgery: Principles and Practice. 3. G. ALLEN, H. N. HARKINS, C. A. MOYER, AND 
J. &. RHOADS. Philadelphia. J. B. Lippincott, 1957. 1495 pp. 623 illus. $16.00. 


The editors of this text have taken as one of their objectives “to emphasize that 
which is important in contemporary surgery. ...°° They themselves are eminently 
qualified to undertake the decisions implied in that objective, and have selected 
28 well-known surgeons to aid in their exposition. Intended primarily for the 
medical student, intern, and resident, this work is comprehensive enough to be 
worthy of even the most widely read. The organization of the text is fairly standard, 
with progression from certain generalities of surgical philosophy through the funda- 
mentals of wound healing, bacteriology, and metabolism to considerations of specific 
diseases and disorders of organs and systems. The unique feature is its balance. 
Whereas other textbooks of surgery have tended almost wholly to meticulous 
academic detail or to practical technical descriptions, this book combines these 
approaches m an enjoyable and thoroughly understandable form. In = many 
instances this has been accomplished by recognizing that the rapid progress of 
methodology in contemporary surgery makes it impossible to retain for very long 
many specialized technical methods. This is particularly true in cardiovascular 
surgery, as well as in endocrinology, nonoperative treatment, and such brilliant 
and exciting areas as tissue and organ homografting. Accepting these difficulties, 
the editors have succeeded magnificently in presenting the fundamentals of the 
art of surgery. The body of the book contains 50 chapters, each concerning a general 
topic or specific system, organ, or disease process. All were written by recognized 
authorities in the areas concerned. None of the sections is exhaustive, but rather 
is a broad-based account of the essentials of diagnosis and treatment of surgical 
disease. The authors naturally express their own views (particularly concerning 
difficult and controversial subjects), but they have nicely maintained the spirit 
of a proper textbook in detailing conflicting views. Though not encyclopedic, 
each section is we'l documented, and the total bibliography forms the best current 
starting point for advanced students in surgery. The volume is attractive and easy 
to read. Most of the illustrations were specially prepared, and add much to its 
appearance and value. Assuming the ability of the editors to carry out their 
plan of frequent and thorough revision, this text will surely remain a significant 
contribution to surgical education.—John E. Jesseph. 
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PATHOLOGIC PREGNANCY 


34. Antihypertension Therapy in Toremia of Pregnancy. A 30 Month Progress 
Report. CHARLES FARRIS, JR., AND PHILIP J. KRUPP, New Orleans, La. Am. 
J. Obst. & Gynec. 74:1043-1L047, Nov., 1957. 


One hundred and ninety-six patients who were diagnosed as having “toxemia of 
pregnancy’ were treated with protoveratrine and protoveratrine combined with 
hydralazine hydrochloride. In this group there were 18 with mild pre-eclampsia, 
109 with pre-eclampsia, 8 with eclampsia, and 15 hypertensive patients with super- 
imposed pre-eclampsia. It has been claimed that this method of therapy combats 
the characteristic vasospasm of toxemia of pregnancy and causes a regression of 
some of its more prominent manifestations, thus enabling delivery of patients with 
greater safety than when heavy sedation only was used. The results of a 30 month 
continuous evaluation of protoveratrine and protoveratrine-hydralazine hydro- 
chloride combination in the treatment of the hypertensive toxemias of pregnancy 
are recorded. That this method of therapy is safe, effective, and advantageous is 
apparent. Tolerance to protoveratrine has infrequently been noted, and it is in 
tolerant patients and those who require a further reduction in blood pressure that 
hydralazine hydrochloride has found its greatest usefulness. The complications 
arising from hypertension have definitely been reduced. The nursing care is 
markedly simplified. From this large series it has been shown that the toxic mani- 
festations of protoveratrine and hydralazine hydrochloride are few and mild. 
references. 2 figures.—Author’s abstracl. 


These lwo drugs seem to neutralize each other's undesirable effects. The depression 
in the urinary output resulling from the use of protoveratrine is inhibited by hydralazine. 
On the other hand. protoveratrine does not inhibit the rather pronounced tachycardia 
frequently seen afler the use of hydralazine. —Russell R. de Alvarez. 


35. Treatment of Condyloma Acuminalum. ROBERT L. BAKER, San Francisco, 
Calif. Obst. & Gynec. /0:611-613, Dee., 1957. 


\ series of L00 cases of condyloma acuminatum of the female genital tract with 
massive involvement was successfully treated using a method of therapy other than 
those considered conventional. This series of cases was collected at the U.S. Naval 
Hospitals in Oakland, Calif., and Guam, M. 1. The therapeutic method involved 
the use of triple sulfonamide cream intravaginally. With this method the cure 
rate was 100 per cent within two to four weeks. Follow-up examinations to one 
year revealed no evidence of recurrence. Sixty per cent of the patients in this 
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series were pregnant. An additional 100 patients with less massive involvement 
were also treated and cleared in like manner with the exception of 1 patient whose 
lesions exhibited greater cornification. It is the conclusion of this author that the 
method of therapy presented makes obsolete other surgical or chemical therapeutic 
measures for most cases of this disease. 9 references.—Author’s abstract. 


Massive involvement of the vagina can usually be best treated by surgical excision.— 
Russell R. de Alvarez. 


36. Pediatric Aspects of the Placental Dysfunction Syndrome in’ Postmaturily. 
s. H. CLIFFORD, Brookline, Mass. J. A. M. A. 165:1663—1665, Nov. 30, 1957. 


Prolonged gestation with a normal placenta presents no pediatric problem unless 
delivery is abnormal or prolonged. Prolonged gestation in the presence of placental 
abnormality is likely to result in either fetal death in utero or severe postnatal 
symptoms of anoxic injury to the respiratory and nervous systems. Mild (stage 1) 
placental dysfunction is marked by the finding of loss of vernix, desquamation, 
white skin, long nails, abundant hair, alert facies, loss of subcutaneous tissue, and 
an appearance of malnutrition; in the author’s experience there has been no mor- 
tality in this group, but | case of severe injury to the nervous system. More severe 
placental dysfunction (stage 2) is marked by the finding of meconium in the amni- 
otic fluid, with staining of the contiguous structures and signs of fetal hypoxia. 
Permanent damage to the central nervous system was frequent in this group: 
one-third died, and only one-third had a normal clinical course. The most severe 
degrees (stage 3) of placental dysfunction are marked by a change of pigmentation 
from green to yellow and by maceration ef the shin: intrauterine mortality is high 
because of severe damage to nervous and respiratory systems. As many as 5 per 
cent of all pregnancies end on or after day 301. Fortunately, the vast majority 
of prolonged pregnancies have adequately functioning placentas. 9 references. 
figure.—Author’s abstract. 


37. Present-Day Trealment of Tuberculosis and Pregnancy. GEORGE SCHAEFER, 
S. J. BIRNBAUM, AND R. G. DOUGLAS, New York, N.Y. J. AL ML A. 165:2163 
2167, Dec. 28, 1957. 

The incidence of tuberculosis complicating pregnancy of the New York Lying-In 
Hospital has remained between 1.5 and 2.0 per cent of all antepartum admissions 
and is similar to those shown in previous studies covering 1933-1951. Modified 
bed rest is adyised during pregnancy: complete bed rest is no longer used as the 
sole treatment for pregnant patients with tuberculosis. Definitive therapy for 


tuberculosis has been given; antimicrobial drugs were used in 37 per cent of pregnant 
patients, and major thoracic surgery in LL per cent. compared to | and 2 per cent, 
respectively, in our previous series. The management of delivery in the patient 
with tuberculosis should be individualized. The labor and delivery should he made 
as easy as possible, and heavy sedation and unnecessary operative interference 
should be avoided. Preference is for regional anesthesia for delivery in the tuber- 
culous patient. 4 references. 1 figure.—-Author’s abstract. 
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38. Rupture of Splenic Artery Aneurysm in Pregnancy. Report of a Case. 4. L. 
RIVA, W. L. PICKHARDT, AND J. L. BREEN, Washington, D.C. Obst. & Gynee. 
10:569-572, Nov., 1957. 


Rupture of the splenic artery aneurysm in pregnancy is rare. The thirty-third 
case report of such an incident has been presented. Symptoms of this condition 
may be entirely lacking, as was the case with the patient whose history is cited. 
However, Hagler’s triad of signs may be of diagnostic value. They are: (1) Left 
upper quadrant pain, (2) systolic bruit of a palpable tumor mass, and (3) pulsating 
defect in the greater curvature of the stomach as shown by roentgenogram. Certainly 
if the initial hemorrhage is small and limited the patient is most apt to complain 
of (1) pain in the upper abdomen, possibly radiating to the back and more fre- 
quently on the left side, and (2) abdominal tenderness. If there is an association of 
rupture with pregnancy, it is certainly not understood, but perhaps the increase 
in intra-abdominal pressure may add to the tension applied to an already defective 
medial layer. In spite of the fact that all aneurysms, regardless of site, are five 
times more common in the male, aneurysm of the splenic artery occurs twice as 
often in the female. The earliest rupture in pregnancy took place in the twelfth 
week and the latest 7 days postpartum. Fifty-one per cent of the cases were single 
rupture, and 43 per cent were double ruptures. Only those cases with double rup- 
tures appear to have a chance at primary diagnosis and specific therapy. Perhaps 
the recent technique of aortography may increase ability to diagnose this lesion. 
5 references. 2 figures.—-Author’s abstract. 


39. Delection of Glycosuria in Pregnancy. Comparative Sludy of Glucose, Oxidase, 
and Copper Reduction Technique. MELVIN M. CHERTACK, Skokie, Il. J. A. M.A. 
166:A8-19, Jan. 4, 1958. 


More than 1000 random urine specimens obtained from more than 500 patients 
in all trimesters of pregnancy were tested comparatively with the copper reduction 
methods (Benedict's solution and Clinitest) and the recently available glucose oxi- 
dase tests. The glucose oxidase tests were positive only in the presence of glucose, 
and all the 135 specimens containing glucose were positive with these tests, whereas 
the copper reduction tests were positive in 61 instances with Benedict's and two 
with Clinitest in the presence of non-glucose reducing substances. The 28 urine 
specimens that were more than 0.25 per cent positive with Clinitest all contained 
glucose except one, suggesting that the non-glucose reducing substances were usu- 
ally in small quantity and that a strongly positive test with most methods usually 
indicates the presence of glucose. This study negates the previously required 
complicated tests for detection of glucose in the urine of pregnant women, estab- 
lishing the specificity of the glucose oxidase tests for glucose and showing that 
these tests will detect smaller amounts of glucose. The author feels that this in- 
creased sensitivity does not minimize the value of the tests, but that the clinician 
must be prepared to evaluate the significance of glycosuria in each individual 
patient to discover the frequently missed early or latent diabetic. 4 references. 
2 tables.—Author’s abstract. 
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40. Premature Separation of the Normally Implanted Placenta. An Analysis of 
Managements and Resulls. LANCE TOWNSEND, Victoria, Australia. Obst. & 
Gynec. 10:534-543, Nov., 1957. 


The management and outcome of pregnancy in 588 patients treated for premature 
separation of the normally implanted placenta at the Royal Women’s Hospital, 
Melbourne, Australia, during a five year period, 1951 to 1956, are discussed in this 
paper. Routine treatment of the three grades is outlined. In grade I conservative 
managment is recommended; in grades If and III rapid and complete blood re- 
placement is the major line of treatment. In all grades the baby is delivered by 
the vaginal route: labor is induced when the period of uterine tenseness passes. 
No maternal deaths occurred in the series. Only 8 patients were delivered by 
caesarean section, and the indications in 7 were not related to placental separation. 
The incidence of oliguria and hypofibrinogenemia was low, and this, with the ab- 
sence of any maternal deaths, justifies the belief that there is no place for caesarean 
section in the treatment as far as the mother is concerned. In 337 registered pa- 
tients the fetal wastage was 20 per cent and in 251 nonregistered patients it was 
29 per cent. Of the 144 babies lost, 71 died before admission to hospital. A critical 
analysis of the other 73 case histories indicated that earlier delivery by caesarean 
section might have saved LO babies, and better obstetric care another 12, the indi- 
cation for caesarean section being fetal distress when the estimated weight of the 
baby is more than 2000 Gm. 6 references. 1 figure. 9 tables.— Author's abstract. 


ECTOPIC: PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


11. Interstitial Twin Pregnancy with Cornual Rupture. Report of a Case. PRANK 
J. FARA AND ALEXANDER varGa, Berwin, IIL Obst. & Gynec. 10:579-581, 
Nov., 1957 


\ case of unilateral twin interstitial pregnancy is reported. The authors believe 
that this is the eightieth twin ectopic pregnancy reported and the first interstitial 
type. 5 references. | figure.— Author's abstract. 

12. Advanced Abdominal Pregnancy. joe Db. CRAWFORD AND JAMES V. WARD, 
Jacksonville, Texas. Obst. & Gynec. 10:519-554, Nov., 1957. 


During the period from 1949 through 1956 there were LO advanced abdominal 
pregnancies at the Confederate Memorial Medical Center, an incidence of 1 in 
every 3161 deliveries. All of these were of the secondary type and of more than 
20 weeks’ gestation. The diagnosis entails close attention by the physician. The 
history may include the complaint that the pregnancy feels different from others, 
and may suggest a tubal rupture of abortion early in the pregnancy. Pain and 
vaginal bleeding are frequent complaints. Abdominal examination often reveals 
an abnormal presentation, especially transversely. Pelvic examination usually re- 
veals a long undilated cervix, and the uterus can often be palpated separately from 
the abdominal mass. The pitocin test is helpful but not conclusive. Roentgeno- 
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grams are a Valuable aid, and a hysterosalpingogram is of special value to confirm 
the clinical impression. The most important points to be considered in management 
are the time of operation and the management of the placenta. If the fetus is 
viable, surgery may be delayed until the fetus is around 36 weeks of age. If the 
fetus is not viable, surgery may be delayed for two to four weeks in order to get 
the patient in optimal condition, and in order that vascularity may be decreased. 
Management of the placenta depends on location and on how recently the fetus 
has been viable. The placenta of a recently viable fetus should be left in situ if 
the location is such that the blood supply could not easily be controlled. The ma- 
ternal mortality in this series was 10 per cent. 16 references. 1 figure. 3 tables.— 
Author's abstract. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


43. Analgesic-Polentialing Effect of Chlorpromazine During Labor. A Study of 
2093 Patients. JOHN E. LINDLEY, S. F. ROGER, AND J. H. MOYER, Houston, Texas. 
Obst. & Gynec. 10:582-586, Nov., 1957. 


The use of chlorpromazine during labor was evaluated in 1881 charity patients 
and 212 private patients. The dosage combination found to be most consistently 
effective was 25 mg. of chlorpromazine, 50 mg. of meperidine, and 0.4 mg. of sco- 
polamine. This regimen produced good results in pain relief and sedation in 89 per 
cent of the patients according to physician evaluation, and in 84 per cent according 
to patient evaluation. The incidence of apprehension, nausea, and vomiting was 
reduced, and the patients were able to maintain a more cooperative attitude. The 
occasional side effects of the drug were secondary uterine inertia (0.85 per cent), 
profound maternal sedation (0.48 per cent), hypotension (0.32 per cent), transient 
nuchal rigidity (0.11 per cent), and urticaria (0.05 per cent). No patients de- 
veloped jaundice. These results indicate that chlorpromazine definitely potentiates 
the analgesic effect of meperidine and produces relatively few side effects when 
used as described. 5 references. 3 tables.—Author’s abstract. 


44. Obslelric Analgesia and Anesthesia in General Practice. JOHN J. BONICA, 
Tacoma, Wash. J. A. M. A. 165:2146-2154, Dec. 28, 1957. 


In the course of the last decade the importance of providing parturients with 
safe pain relief has won progressively increased recognition; more has been accom- 
plished in these 10 years than in the previous century. A number of factors have 
been responsible for this trend, including the increase in the number of hospital 
deliveries, appreciation of the benefits of modern anesthesia by expectant mothers, 
recognition by the medical profession of the importance of providing these patients 
with best anesthesiologic service, and the great strides made in anesthesiology dur- 
ing this period. The general practitioner participating as he does in the majority 
of deliveries in the United States has a great interest in obstetric analgesia and 
anesthesia. Regardless of whether he delivers the patient, administers the anes- 
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thetic, or both, it is essential that he have adequate knowledge of various methods 
of pain relief that are presently available. 

In selecting the optimal methods and drugs, it is essential to consider many fac- 
tors, including the physical and mental status of the mother, the condition of the 
baby, the presence of obstetric and medical complications, the experience and 
practice of the physician performing delivery, and, most important, the ability 
and experience of the individual administering the anesthetic. There are many 
techniques and drugs available that fulfill the requirements of each individual case. 
Due consideration must be given not only to the advantages of each method, but 
to the disadvantages, the potential hazards, and the complications. Relief of pain, 
during the first stage may be effected by psychological preparation of the mother, 
the use of certain systemic drugs, such as barbiturates, belladonna derivatives, and 
narcotic analgesics, and also inhalation analgesic agents and/or conduction tech- 
niques. First medication to produce analgesia should not be given until the uterine 
contractions occur not less than 4 minutes apart, and the last with contractions 
at least 35 seconds apart and with the cervix dilated to 3. cm. Sedatives must not 
be confused with analgesics and narcotics, and the respiratory effects of various 
drugs must be watched carefully. Anesthesia for the second and third stages of 
labor may be provided by any of the inhalation anesthetic agents, but nitrous 
oxide and cyclopropane offer advantages that make them the choice agents, in 
most instances, when the inhalation method is indicated. Intravenous anesthesia 
has certain serious limitations, because an appreciable amount of the drug passes 
through the placenta in five to six minutes, making it necessary to restrict the use 
of this method to those patients who will deliver not later than this period of time 
after the onset of administration. 

Conduction methods that may be used include pudendal block and various types 
of spinal conduction anesthesia, including saddle block, spinal epidural block, and 
caudal block. All these offer advantages and disadvantages that must be recog- 
nized in selecting the best technique for each patient. Pudendal block is simple 
and safe to carry out, and when effective, affords obvious advantages. The sim- 
plicity of induction, rapidity, certainty, and duration of action, and the minimal 
side effects make saddle block one of the most useful methods of providing anes- 
thesia for the second and third stages of labor. Its disadvantages are those of 
spinal anesthesia in general: hypotension and postanesthietic headache, which oc- 
curs in 5 to 10 per cent of the patients. It is well to remember that one-half or 
less of the dose of spinal anesthesia usually given to nonpregnant women is sufficient 
for the parturient. Hypotension must be prevented and when it occurs must be 
immediately treated, lest the infant suffer anoxia. 

Extradural techniques in the form of caudal or spinal epidural block are very 
useful to provide analgesia during the first stage of labor, and also to effect anes- 
thesia for the second and third stages of labor. Since the dura is not perforated, 
the problem of headache does not exist. On the other hand, hypotension occurs 


to the same degree as with saddle block, and for this reason these procedures are 
contraindicated in patients with hypovolemia, anemia, or shock. 
One of the major responsibilities of the obstetric team is to facilitate the initiation 
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and maintenance of ventilation in the newborn. In addition to proper preanes- 
thetic and anesthetic management, the physician performing the delivery has the 
duty of clearing the infant’s airway as soon as the head is delivered and immedi- 
ately thereafter. If the infant's condition is depressed, proper resuscitation must 
be accomplished. Resuscitation includes: (1) Immediate aspiration of all secretions 
from the air passage and stomach; (2) administration of oxygen and elimination 
of carbon monoxide: (3) gentle and minimal handling; (4) maintenance of body 
temperature; and (5) prevention of infection. Proper application of all of these 
and the many other principles that are basic to the practice of obstetrics and anes- 
thesiology will do much to decrease maternal morbidity and infant mortality. It 
should always be remembered that the sine qua non of obstetric anesthesia should 
be safety for the mother and child. 8 references.—Author’s abstract. 


15. Saddle Block Anesthesia in Breech Delivery. HAROLD 1. DAILY AND 8. F. ROGERS, 
Houston, Texas. Surg. Gynec. & Obst. 105:630-634, Nov., 1957. 


This paper deals with a series of 168 infants delivered with breech presentation 
under saddle block anesthesia at the Jefferson Davis City-County Hospital. Hous- 
ton, Texas, during the period from July 1, 1952, to May 1, 1956. These cases were 
totally unselected, and the patients were all delivered by the resident staff with 
first, second, and third year residents cooperating in the study. There were no 
maternal deaths, and in those infants weighing 2500 Gm. and over, representing 
a total of LOL deliveries, the uncorrected mortality was 6 per cent. Saddle block 
anesthesia when properly used is a safe and effective anesthetic in breech delivery. 
It offers a more complete type or relief for the mother, and it eliminates respiratory 
depression and anoxia in the infant, who rarely requires resuscitation. It is our 
conviction that most breeches should be delivered as assisted breech delivery if at 
all possible, and in this circumstance saddle block anesthesia, used only for the 
delivery and after the breech has reached the perineum, is as safe as any other 
type of anesthesia and safer than most. If a complete breech extraction, ie., 
breaking up of a breech, is necessary, then ether may be safely added to the saddle 
block that has already been given, and a lesser amount is required since adequate 
perineal anesthesia has already been achieved. In the past, saddle block anesthesia 
for breech delivery has been condemned. We conclude that it does not deserve 
this condemnation and, in fact, deserves a very high place in the choice of anesthesia 
for breech delivery. Certainly the combination of an assisted breech delivery with 
saddle block anesthesia is far safer than the deep depressing general anesthetics 
that cause hemorrhage from uterine atony, respiratory complications to the mother, 
and both maternal and infant anoxia. 3 references. 3 figures.—-Author’s abstract. 


16. A Guide for Improved Transvaginal Pudendal Block. 3. c. LesHock, Lansing, 
Mich. Am. J. Obst. & Gynee. 74:1128-1129, Nov., 1957. 


A simple ring-type guide has been devised that provides perfect control of the 
long pudendal needle during the procedure of transvaginal pudendal block. Its 
advantages can be listed as follows: (1) Avoidance of lengthy passage through 
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tissue spaces as in transperineal pudendal block. (2) Pinpoint control at the site 
of injection. (3) Trauma of maternal tissue minimized by permitting use of smaller 
needles. (4) Eliminates accidental trauma to scalp or perineum and/or scrotum 
during the process of needle manipulation. (5) Appreciably shortens the time re- 
quired for pudendal block. (6) Appreciably improves the anesthetic qualities of 
pudendal block by permitting precision control of injection site. (7) There are no 
contraindications. 2 figures.—Author’s abstract. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


17. Intravenous Pitocin in Late Abortion and Immature Delivery. 4. E. ATHERTON, 
\. ALEXANDER, AND P. C. SCHRETER, Memphis, Tenn. Obst. & Gynec. 10:576- 
578, Nov., 1957. 


Thirty-three patients not in active labor, classified as either inevitable late abor- 
tion or immature labor, were administered oxytocin (1 cc. equal to 10 International 
units) diluted in 5 per cent glucose solution intravenously. The concentration 
varied from 0.5 to 2 ml. 1000 ml. of glucose solution depending on the uterine ac- 
tion obtained. The sclution was given at the rate of 15 to 30 drops per minute. 
No reaction due to the oxytocin administration was encountered. These patients 
were at a stage of gestation when evacuating the uterus by operative removal of 
the product of conception would have met with difficulty. All the patients de- 
livered spontaneously, and the only operative interference necessary was artificial 
rupture of membranes in 4 patients, sponge forceps removal of placental fragments 
in 9, and a curettage after an aborted hydatid mole. 4 references. 1 table—Au- 
thor’s abstract. 


18. Umbilical Cord Prolapse. Analysis of 97 Cases. LUCIANO 8, J. SOTTO AND 
ROBERT VILLENEUVE, Buffalo, N.Y. Obst. & Gynec. 10:303-308, Sept., 1957. 


Prolapse of the umbilical cord occurred 97 times at the Millard Fillmore Hospital, 
Buffalo, N. Y., from Jan. 1, 1949, to Dee. 31, 1956, an incidence of 1 in 382 deliveries, 
or 0.25 per cent. Abnormal presentation, cephalopelvic disproportion, untimely 
artificial rupture of the membranes, and obstetric manipulations were the etiologic 
factors in 68 of the 97 cases. Artificial rupture of the membranes as a cause of pro- 
lapse of the umbilical cord has increased in recent years, probably due to the in- 
creased incidence of induced as well as assisted labor. The gross perinatal mortality 
in this series (100 babies) is 22 per cent; the corrected mortality, 19 per cent. The 
condition of the cervix at the time of diagnosis remains the most important factor 
in fetal mortality. Other factors are the condition of cord pulsations, method of 
delivery, and type of prolapse. The perinatal mortality in this series is much 
lower than other reported series. This is attributed to the following: (1) The ma- 
jority of the patients (77 per cent) had a good dilation of the cervix (7 cm. or more). 
(2) Cord pulsations were present in 83 per cent at the time of diagnosis. (3) A 
high section rate (23 per cent). (4) Vaginal procedures such as Braxton Hicks’ 
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version; Vorhees bags and cord reposition were never used. 5 references. 4 tables. 
Author's abstract. 


19. Postmature Pregnancy. Clinical Obstetric Aspects. BR. L. NESBITT, JR., Al- 
bany, N.Y. J. AL M. A. 165:1656-1658, Nov. 30, 1957. 


The deviation beyond the mean duration of pregnancy is a concept of time and 
does not necessarily imply the biological state of maturity or postmaturity of the 
fetus. The primary factor that determines the biological state of the fetus is pla- 
cental function during the last days or weeks of intrauterine life: this factor tran- 
scends gestational age and other considerations. In the presence of good placental 
function, prolonged pregnancy may well benefit certain fetuses by assuring maturity 
at birth. The clinical and pathological findings of advanced placental dysfunction 
may frequently accompany prolonged gestations, but similar ones are noted occa- 
sionally in fetuses delivered before term of mothers with toxemia and other com- 
plications. 

The present data show that an inordinately large number of protracted gestations 
are complicated by contraction of the pelvis, fetal malpresentation, and fetal 
anomaly. The increased incidence of these complications in patients destined to 
have protracted gestations emphasizes the danger of routine induction of labor in 
unselected cases. Furthermore, the cases of protracted gestation are heavily 
weighted with primigravidous patients in the older age groups. Twenty-two of 
29 postmature perinatal deaths observed in our clinic over a four year period oc- 
curred during labor or during the early neonatal period. Although an increase in 
death rate was noted in each category of death, namely, fetal before labor, fetal 
during labor, and neonatal, the greatest disproportion occurred in fetal deaths in 
utero during labor where a near sixfold increase was observed in postmature fetal 
mortality over that noted in mature cases. These factors place emphasis on the 
intelligent management of labor in postmature cases rather than the routine indue- 
tion of labor at an arbitrary week of gestation. Lt is an unwise policy to temporize 
for long periods during labor in the management of elderly primigravidas, especially 
when objective signs of placental dysfunction are present, or in cases complicated 
by other conditions in which factors inimical to fetal survival already exist. Cesar- 
ean section is preferable to oxytocic stimulation and frequently proves to be the 
most conservative measure. The use of sound obstetrical principles, particularly 
during labor, will succeed in reducing the substantial perinatal morbidity and mor- 
tality in this condition without resort to drastic procedures to prevent postmaturity. 
3 tables.—-Author’s abstract. 


50. The Elderly Primipara, vincent s. pt Giutto, Peoria, Hl Obst. & Gynec. 
10:525-528, Nov., 1957. 


The elderly primipara is a woman 35 years of age or older who delivers a viable 
infant for the first time. The management of such a patient involves good judg- 
ment, because the infant is much desired and the mother assumes more risk in preg- 
nancy and delivery than a younger woman. From Jan. 1, 1952 to Jan. 1, 1956, 
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there were 54 elderly primiparae delivered of 54 infants at the St. Francis Hospital 
of Peoria, HL, an incidence of 0.34 per cent. From this series, it was noted that 
these mothers had a history of many pregnancy failures, a high incidence of pre- 
eclampsia, inertia, dystocia, abnormal positions, rate of surgery, hypertension, 
and myomas. The section rate was 18.52 per cent. It is believed, however, that 
an adequate trial at vaginal delivery should be made, and that section should be 
used in selected instances, but not merely because the primipara is elderly. The 
rate of success in elderly primiparity at certain hospitals has risen steadily over 
the years. This is attributable to the recognition of elderly primiparity, to im- 
proved techniques, and the use of antimicrobial agents. 8 references. 9 tables. 
Author's abstrac!. 


51. Pregnancy in Paraplegia. A Case Report with Urologic Complications. wit- 
LIAM S. BRADLEY, JR., W. W. WALKER, SR., AND M. W. SEARIGHT, Florence, Ala. 
Obst. & Gynec. 10:573-575, Nov., 1957. 


A case report is presented of a 23 year old pregnant nurse who was involved in 
an auto accident and rendered paraplegic (T-12, L-L sensory level) early in the 
course of her pregnancy. A Foley catheter was necessary to empty the neurogenic 
bladder, and in spite of prophylactic sulfisoxazole, bilateral acute pyelonephritis 
developed during her fifth month of pregnancy. Conservative measures to estab- 
lish positional drainage failed to control the process: it was necessary to employ 
indwelling bilateral ureteral catheters intermittently to overcome the stasis second- 
ary to pregnancy, and broad spectrum antibiotics were employed during the last 
trimester to control the infection. This stasis can possibly be attributed to some 
of the following factors: (1) Pressure on the ureters from an enlarged uterus at the 
pelvic brim; (2) the close application of the base of the bladder to the vagina and 
uterus: (3) dextrorotation of the uterus; (1) the left ureter’s being “protected” by 
the sigmoid, resulting in the right side’s becoming more involved: (5) the hormones 
of pregnancy causing atony of the ureters with decreased peristalsis: and (6) the 
lordosis of pregnancy. The patient was delivered by classic cesarean section be- 
cause (1) she was a paraplegic primipara with questionable coordinated muscle 
strength for vaginal delivery, (2) she was in labor with the fetal head floating, 
(3) there was a question of pelvic dystocia, and (1) sterilization was desirable be- 
cause of the severe renal complications associated with the present pregnancy. 
She became afebrile promptly following delivery, and on release from the hospital 
she was able to void without a catheter, her laboratory data were reported within 
normal limits, and an intravenous urogram was normal. 3 references.— Author's 
abstract. 


52. Submucous Fibroids Complicating Pregnancy, Labor and Delivery. MAURICE 
Mu. ABrrBoL, Houston, Texas. Obst. & Gynec. 10:529-533, Nov., 1957. 


Fourteen cases of submucous fibroids complicating pregnaney, labor, and de- 
livery are reviewed. The two most important complications are stressed: (1) hemor- 
rhage, which may be extensive or moderate but continuous: (2) infection, which 
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may be severe leading to abscess formation and septicemia or simply to a low-grade 
fever going on for weeks. The severity or the persistence of one or both of these 
complications may lead eventually to a hysterectomy. An interesting event is that 
a flat, sessile fibroid may be expelled spontaneously after delivery; the proposed 
explanation is that the submucous fibroid is separated just as a placenta is sepa- 
rated after delivery. The mild infection, the necrosis of the fibroid, and the uterine 
contractions are also contributory factors. But if the fibroid is pedunculated the 
uterine contractions may first make it protrude through the cervix, and then the 
pedicle may break as a second step. This occurred in 4 out of the 14 patients. 

Sterility, early or late abortions, premature deliveries, or abnormal presentations 
are frequently associated with the submucous fibroids. A frequent complication 
is a retained placenta, particularily when it is inserted above the fibroid. However, 
it is remarkable that most of the submucous fibroids, especially those of small size, 
may pass completely unnoticed, and only exploration of the uterine cavity after 
delivery of the placenta may reveal the otherwise completely symptomless fibroid. 
In handling such cases, one should be aware that hemorrhage and infection are 
easy to produce. Therefore the best course is not to explore the uterine cavity at 
all, and if hemorrhage and infection occur to treat them medically (antibiotics and 
transfusion) and surgically (hysterectomy). Enucleation of the submucous fibroid 
is a very dangerous procedure. When the submucous fibroid is discovered during 
a cesarean section, one should strongly consider a hysterectomy: myomectomy of a 
submucous fibroid during cesarean section may lead to severe bleeding or severe 
infection. 13 references. 2 figures.—-Author’s abstract. 


53.  Oligohydramnios in Relation to Roentgen Signs of Fetal Death. Case Report. 
BELA 8. KENT, SIDNEY RUBIN, AND DAVID 8S. DANN, Kansas City, Mo. Am. J. 
Obst. & Gynec. 74:1106-LL07, Nov., 1957. 


In this case of oligohydramnios the so-called pathognomonic sign of fetal death 
was present, yet the fetus was viable. The error was made by misinterpreting the 
distortion of the fetus and the completely collapsed spine. It is apparent that this 
sign as well as all the prevailing diagnostic roentgen signs of fetal viability have 
their exceptions. The article emphasizes the importance of recognizing this com- 
plication in the presence of oligohydramnios. 6 references. 2 figures..—Author’s 
abstract. 


PATHOLOGY OF NEWBORN 


54. Frequency of Defects in Infants Whose Mothers Had Rubella During Pregnancy. 
MORRIS GREENBERG, OTTAVIO PELLITTERI, AND JEROME BARTON, New York, 
N.Y. J. A.M. A. 165:675-678, Oct. 12, 1957. 


\ prospective study of pregnant women with rubella was carried out in New York 
City from 1949 to 1955. Cases of 233 women were examined in the study, 103 of 
them in the first trimester of pregnancy. These 103 women gave birth to 104 in- 
fants; 28 were normal, 3 had congenital deformities, 3 were stillbirths, and 12 were 
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other fetal deaths. There were lost from the study 58 infants, 48 because of thera- 
peutic abortions and 10 whose parents moved and could not be traced. The in- 
cidence of congenital deformities among the live-born babies of women with rubella 
during the first trimester of pregnancy was 9.7 per cent. In a similar study, made 
elsewhere in New York City and reported recently, of pregnant women who did 
not have rubella, the incidence of congenital malformations was 7 per cent. If only 
defects of the brain, eyes, ears, and heart were considered in the second study, the 
incidence was 1.9 per cent. Large-scale prospective studies with controls are 
needed to ascertain comparative rates of incidence of patients with rubella. The 
available data indicate a rate of about 12 per cent of total births. The fantastically 
high rates set by early authors were based on retrospective studies of malformed 
infants, which did not account for babies who were born normal and who therefore 
escaped from the studies, and hence are incorrect. Blanket advocacy of therapeutic 
abortion in pregnant women who develop rubella during the early months of preg- 
nancy is medically unjustified. Exposure of susceptible young girls to cases of ru- 
bella is medically justified and is a sound public-health procedure. 7 references. 
3 tables.—-Author’s abstract. 


55. Cardiorespiralory Arrest in the Newborn Treated by Cardiac Massage. Report 
of Two Cases. GEORGE GALOS AND SYLVAN N. SURKS, Rochester, N.Y. Am. J. 
Obst. & Gynec. 74:1108-L111, Nov., 1957. 


Two cases of cardiorespiratory arrest in newborn infants occurring immediately 
prior to or at the time of delivery are described. Traumatic and spontaneous rup- 
ture of the uterus were the causes of the “deaths.” Both infants were successfully 
resuscitated by means of thoracotomy, cardiac massage, and artificial ventilation 
instituted promptly after delivery. One infant succumbed after 36 hours, but the 
other was alive and apparently well at 13 months of age. A review of the literature 
is presented to support the contention that newborn infants are probably less 
susceptible to asphyxia than adults. They can, therefore, probably be resuscitated 
after a greater length of asphyxia than adults. Severe bouts of anoxia may pro- 
duce immediate neurological manifestations such as twitchings, convulsions, 
palsies, spasticities, or more subtle changes of character, intelligence, or emotion. 
Whether such residual effects, either immediate ‘or delayed, will appear in infants 
so resuscitated is a matter of conjecture and will only be answered after more cases 
are reported. Accordingly, rigid criteria have been established to determine when 
and how resuscitation may be attempted in the hope of obtaining a normal child. 
13 references.——Author’s abstract. 


THE PUERPERIUM 


56. Management of Postpartum Constipation with Dioetyl Sodium Succinate. 
ROBERT C. SCHOENFELD, Brighton, Mass. Am. J. Obst. & Gynec. 74:1114- 
L115, Nov., 1957. 


Bowel management of the patient in the immediate postpartum period has 
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troubled patients and physicians alike for many years. Bowel sluggishness of late 
pregnancy is complicated by the use of analgesic drugs in labor and of narcotics 
for the relief of afterbirth pains. The patient is faced with the dilemma of continued 
constipation or receiving an enema that may increase her perineal pain. In this 
study, the authors used dioctyl sodium succinate a wetting agent that lowers sur- 
face tension in the gastrointestinal tract. This caused water and fatty material to 
mix with the fecal material, giving a softer stool. Alophen was used as a mild 
stimulus to gastrointestinal motility. 

Two hundred and three patients, delivered in succession by the Obstetrical Serv- 
ice of St. Elizabeth's Hospital, were used in this study. They were given a 50 mg. 
capsule of dioctyl sodium succinate as soon as they were able to tolerate fluids by 
mouth. In 12 hours, they received an Alophen pill plus another capsule of dioctyl 
sodium succinate. The dioctyl sodium succinate was repeated twice daily for the 
next two days. Only 13 patients (6 per cent) complained of pain in the area of 
their episiotomies; 25 patients had a spontaneous bowel movement by the second 
postpartum day; 126 patients (62 per cent) had a spontaneous bowel movement 
by the third postpartum day; 71 patients required only one enema; and only 6 pa- 
tients required more than one enema. There were no cases of fecal impaction. No 
toxic reactions were observed. Since it eliminated over 60 per cent of enemas re- 
quired in an obstetrical service, the authors feel that dioctyl sodium succinate is a 
valuable adjunct in the management of postpartum constipation. 1 reference. 
Author's abstract. 


57. Gonorrheal Pneumonia and Sepsis Complicating the Puerperium. JASPER F. 
WILLIAMS, H. L. RHETTA, AND R. C. sTEPTO, Chicago, Ill Obst. & Gynec. 
10:326-328, Sept., 1957. 


Puerperal sepsis is one of the common causes of maternal morbidity. Goodall, 
Titus, and Willson state that one of the infrequent organisms found in puerperal 
infection is Neisseria gonorrhoeae. Hill and Butler reviewed 1341 cases of puerperal 
infection in 1948 and presented a table showing only | of the 1341 cases to have 
been caused by gonococcus. Levinson and MacFate outline the bacteriologic pro- 
cedure for the diagnosis of gonorrhea. According to Novak, adequate treatment 
of some cases leads to complete resolution of the process. Meakins outlines therapy 
for acute and chronic cases with penicillin as the drug of choice. The authors re- 
port the following case. The patient was admitted with the diagnosis of pre- 
eclampsia and previously treated gonorrhea. After induction of labor, she de- 
livered spontaneously an apparently normal 35 week female infant. Because she 
had a cough, sputum smears were made and revealed gram-negative extracellular 
diplococei and one group of the organisms intracellularly. Vaginal smears revealed 
the same type of organisms with more located intracellularly. The laboratory re- 
garded findings on culture, together with the history and clinical course, as sufficient 
for a definite diagnosis of gonorrheal sepsis. The patient was given large doses of 
antibiotics including oxytetracycline, tetracycline, and penicillin. She failed to 
respond satisfactorily until chlortetracycline was administered. Penicillin therapy 
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was then reinstituted and proved effective. An unusual case of puerperal sepsis 
manifesting itself as a pneumonia and a pleurisy, caused by .V. gonorrhoeae and 
resistant to usual drugs but responsive to chlortetracycline is also presented. 
6 references.—Author’s abstract. 


58. A Pressor Phenomenon Associaled with the Postpartum Period. FRANK A. 
FINNERTY, JR., JOACHIM H. BUCHHOLZ, AND ROBERT L. GUILLAUDEU, Washing- 
ton, D. C. J. A. M. A. 165:778, Oct. 19, 1957. 


Of 23,600 patients who were delivered during the past 4 years, 2311 patients 
had to be followed in a toxemia clinic. Serial studies on these patients revealed 
that 464 (20 per cent) showed the highest level of arterial pressure during the third 
to seventeenth weeks of the postpartum period. In 133 of these patients, this rep- 
resented the first appearance of hypertension. Their past history, pregnancy, de- 
livery, and immediate postpartum period was entirely normal. Fifteen of these 
patients were hospitalized. Seventy-two hours’ bed rest caused only a 13 per cent 
reduction in mean arterial pressure. The response of the arterial pressure to ice, 
tilting, phenatolamine hydrochloride and phenatolamine methanesulfonate, and 
histamine was not abnormal. Cardiac output and renal blood flow determinations 
were normal. In 331 patients, there was a history of prior hypertension. Further 
evidence for the existence of a pressor phenomenon during the postpartum period 
can be gained from serial studies on 30 patients followed through three pregnancies. 
The only elevations of arterial pressure in these patients occurred during the post- 
partum period. Four of this last group are now being treated in the hypertensive 
clinic for persistent hypertension. In these four patients, it would seem that post- 
partum hypertension was the forerunner of hypertensive vascular disease. It 
would appear from these studies that a previously unrecognized pressor phenome- 
non, practically confined to multiparas, was active during the postpartum period. 
Since the condition is self-limited, therapy by drugs. restriction of activity, or diet 
is not indicated. 6 references. 2 figures.—Author’s abstract. 


59. The Immediate Pue>perium. 1. Breast Changes, Therapy, and Clinical Evalua- 
lion. STANLEY J. GROSS, 0. K. LEE, L. DERY, AND J. VAN S. MAECK, Los Angeles, 
Calif. Obst. & Gynee. 10:397-4105, Oct., 1957. 


Two hundred and forty puerperal nursing and non-nursing patients received 
varying regimens of methallenestril, conjugated estrogen methyl testosterone; oral 
and intramuscular placebo groups provided a double control. Medication was un- 
known to patients, nurses, and examiner. There were no untoward effects. Methal- 
lenestril demonstrated “good” and “excellent” over-all results in 70.8 per cent 
(nursing) to 94 per cent (non-nursing) versus 56.7 per cent (nursing) to 65.1 per 
cent (non-nursing) for the placebo. A more precise evaluation whereby “patient 
day” results are totaled separately for each of three categories, (1) lactation, 
(2) engorgement, and (3) pain, disclosed only slightly better results by methal- 
lenestril (88.3 to 98.3 per cent) than by the placebo (85.6 to 89.8 per cent) for pain, 
the most important symptom. Conjugated estrogen and methyl testosterone were 
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not more effective than placebo. Concerning the reliability of the evaluation 
technique, it should be noted that oral and intramuscular placebo results were al- 
most identical. 34 references. 8 tables.— Author's abstract. 


MISCELLANEOUS 


60.  Pubie Chip-Fracture. Report of 2 Cases Occurring During Pregnancy and 
Labor. M. PRAENKEL AND M. SALZBERGER, Jerusalem, Israel. Obst. & Gynec. 
10:393-396, Oct., 1957. 


Spontaneous fracture of a bony particle, a chip fracture from the symphysis 
pubis. accompanied by severe pain in the symphyseal region, not reported hitherto 
in the literature, is described. It was detected in a 27 year old woman who experi- 
enced the condition toward the end of the eighth month of her second pregnancy, 
and in another 25 year old multipara who showed it immediately after delivery. 
Two similar cases were found upon review of 250 consecutive routine pelvimetries. 
It is suggested that spontaneous pubic chip fracture should be borne in mind, to 
be excluded only by roentgenographic examination, when sudden onset of severe 
pain in the pubic region occurs during the latter part of pregnancy or after delivery. 
No explanation as to etiology of the reported condition could be found, as no history 
of trauma could be obtained. No cause could be detected for this condition either 
clinically, roentgenologically, or upon laboratory examinations. 8 references. 
6 figures.— Author's abstract. 


61. A Suecessful Pregnancy After Endometrial Tuberculosis. Mt. LEO BOBROW, 
\. CHARLES POSNER, AND STANLEY FRIEDMAN, New York, N.Y. Am. J. Obst. 
& Gynec. 74:1136-1L110, Nov., 1957. 


Until recently, the occurrence of an intrauterine pregnancy after proved endo- 
metrial tuberculosis had been doubted. Authenticated cases have now been re- 
ported. Most ended in abortion, but 4 cases of successful pregnancies following 
treated endometrial tuberculosis have been reported in the literdture in the past 
few years. In only 2 of these cases were tubercles demonstrated histologically. 
In the others, diagnosis was made by culture or guinea pig inoculation from the 
uterine curettings. 

It is felt that histological evidence is the best proof of endometrial tuberculosis. 
Tuberculous salpingitis may be diagnosed by normal curettings but positive culture 
or guinea pig inoculation with menstrual blood. Viable pregnancies after tubal 
tuberculosis are not as rare as after endometrial tuberculosis; the latter represents 
an advanced stage in which the tubes have usually suffered irreparable damage. 
Intrauterine implantation of an ovum is unlikely even if the infection is completely 
eradicated. 

The authors report another case of successful pregnancy after endometrial tuber- 
culosis. The diagnosis was made following curettage for menometrorrhagia. Treat- 
ment consisted of streptomycin, p-aminosalicylic acid, and isoniazid for 19 weeks. 
Endometrial biopsies became negative during the treatment, and the patient be- 
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came pregnant shortly after cessation of therapy. A live premature infant was 
delivered around the twenty-eighth week of gestation. Neither placenta, infant, 
nor mother showed any evidence of tuberculosis. 

These cases of pregnancy after so-called endometrial tuberculosis may represent 
“myometrial” tuberculosis. This is a rare type, metastatic via the blood stream, 
from a distant focus, usually the lung. The overlying endometrium may be in- 
volved too. Since the tubes are not involved, there should be no bar to pregnancy 
after cure of the myometrial and endometrial lesions. In any event, some hope 
for a successful pregnancy can now be offered to the woman with minimal pelvic 
tuberculosis who receives early and adequate treatment. 13 references. | figure. 
table.—-Author’s abstract. 


62. The Dynamics of Protein Changes in the Amniotic Fluid of Normal and Ab- 
normal Ral Embryos. ZOLTON T. WIRTSCHAFTER AND DAVID W. WILLIAMS, 
Portland, Ore. Am. J. Obst. & Gynec. 74:1022-1028, Nov., 1957. 


Amniotic fluid from resorbing embryos of rats on a pea-pellet diet contains a 
much higher concentration of total proteins than amniotic fluid from normal control- 
fed rats. Although there is little difference in the total globulins of normal and 
resorbing amniotic fluid until the eighteenth day of gestation, the resorbing amniotic 
fluid from the eighteenth to the twentieth days of the gestation period contains a 
fourfold concentration of globulins found in normal amniotic fluid. The concen- 
tration of A; and A» globulin varies very little in normal and resorbing amniotic 
fluid during each successive day of gestation. A marked increase of the beta glob- 
ulin component is observed in resorbing amniotic fluid from the eighteenth day 
on, together with a marked increase in the gamma globulin. This study of amniotic 
fluid demonstrates that normal amniotic fluid at the termination of gestation is 
characterized by an increase in the concentration of albumin, whereas amniotic 
fluid derived from embryos being resorbed is characterized by an increase in the 
concentration of globulin, particularly beta and gamma globulin. The findings 
suggest that it should be ascertained whether the same reversal obtains in human 
beings: this problem is now under active observation. 3 references. 4 figures. 
Author's abstract. 


63. The Possible Role of the Placenta in Hypofibrinogenemia. J. ¥. BOYD, Stirling, 
Scotland. Surg. Gynec. & Obst. /05:741-716, Dee., 1957. 


Histological material from 150 placentas has been graded according to the de- 
grees of fibrin deposition and infarction, and thereafter correlated in retrospect 
with the mothers’ clinical histories with regard to antepartum and postpartum 
hemorrhages and other points suggestive of fibrinogen depletion. Marginal placenta 
previa was present in | patient. The results show that: (1) Fibrin deposition is 
almost a normal occurrence, (2) fibrin deposition precedes the appearance of in- 
farcts, (3) the placentas of 28 patients who had antepartum hemorrhages did not 
show any more fibrin or infarcts than the rest, (4) the placentas of 20 patients who 
had postpartum hemorrhages did not show any more fibrin deposition or infarction 
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than the rest, (5) none of the 150 patients showed clinical signs of pulmonary or 
systemic embolization or a bruising tendency. The survey suggests that the severe 
form of maternal hypofibrinogenemia is uncommon. It is believed however, that 
less severe grades of the process occur more commonly, almost in every pregnancy, 
and may include total infarction of the placenta, multiple placental infarctions, 
solitary placental infarction, and a proportion of the fibrin deposition noted in the 
maternal sinusoids of nearly all placentas. The method by which the placenta 
deals with these fibrin deposits is illustrated, and it is suggested that the term 
“fibrin degeneration” be restricted to calcified fibrin and to fibrin that is apparently 
undergoing lysis. 6 references. 7 figures. 5 tables.—Author’s abstract. 


61. A New Instrument for Ligation of the mbilical Cord. SALVATORE, 
Washington, D.C. Am. J. Obst. & Gynee. 74:1130-LI31L, Nov., 1957. 


Recently Wilson devised a method utilizing a latex band that, when spread and 
placed on an umbilical cord, provides hemostasis as well as a continual contractile 
material that reduces the cord lumen as the mummifying cord reduces its size. 
The instrument for spreading the band now in use provides too narrow an opening 
through which to thread the umbilical cord easily. The ligature carrier described 
is a new instrument devised to produce a triangular-shaped opening in the latex 
band. This is accomplished by incorporating a third blade into the spreading 
action of the instrument, which accommodates even the largest umbilical cords 
with minimal difliculty. The steps in using this instrument are as follows. (1) Place 
the small latex band on the instrument. (2) Spread the instrument with the at- 
tached band, pass hemostat through the triangular-shaped opening, and grasp the 
end of the cord. (3) Pull the cord through the band placing it 1!5 in. from the 
cord’s proximal end, (4) Release the band onto the cord, and section the cord 1 in. 
distal to the band. The tip of the applier, the cut bands, and the hemostat are 
kept in a solution of 1:1000 benzalkonium chloride in order to obviate frequent 
sterilizations. Long tubing may be purchased and cut into the small ligatures by 
the nurses preparing the delivery instruments. The latex bands are |, in. in width 
and cost less than 1 L0 cent a piece. The instrument is manufactured by George 
P. Pilling & Son, Philadelphia, Pa. 2 figures.—Author’s abstract. 


65. Delayed Ligation of the Umbilical Cord. Ils Influence on the Blood Volume of 
the Newborn. GEORGE A. WHIPPLE, T. R. C. SISSON, AND C. J. LUND, Rochester, 
N.Y. Obst. & Gynec. 10:603-610, Dee., 1957. 


The purpose of this investigation was to determine whether delayed cord clamp- 
ing would augment the red cell volume and hemoglobin mass of the newborn infant. 
Thirty-eight normal term infants of women delivered without anesthesia were se- 
lected; they were placed in four groups. Group I: Cord clamped within 10 seconds 
of delivery. Group Il: Cord clamped 3 minutes after delivery with infant held 
15 em. below vaginal orifice. Group IIL: Cord clamped after 3 minutes with infant 
held on mother’s abdomen. Group IV: Infant held on the lap of the obstetrician 
and the cord milked five times toward the infant before clamping. Plasma volume 
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measurements were made by the T-1824 dye-dilution method between 7 and 24 
hours after birth, and again between 60 and 104 hours. Hemoglobin concentration 
decreased between the first and second examinations in all but group IV infants, 
as did the hematocrit. The changes in plasma volume between the first and third 
days were insignificant in all groups. The total blood volume fluctuated with al- 
terations in the plasma volume; changes observed depended on this factor, not on 
method of ligation. Group LV infants had a significantly higher blood velume than 
those of the three other groups. There was a reduction of red cell volume and hemo- 
globin mass in all infants by the third day. Values found in the infants of group IV 
were significantly higher than in the other groups. The nearly identical values 
found in the infants of groups I and Il demonstrate that the practice of simple de- 
lay in ligation, even with the help of gravity, is not sufficient to produce an increase 
in red cell volume and hemoglobin mass compared with immediate clamping. A 
significant “transfusion” was produced only by stripping or milking the cord before 
ligation. This resulted in a blood volume increase of about 22 per cent. Studies 
of the bilirubin concentration of all subjects did not indicate rapid or extensive red 
cell destruction in the first four days of life. The dangers and advantages of pro- 
ducing a “placental transfusion” are discussed, though it is concluded that simple 
delayed ligation does not itself produce such a transfer of blood. 22 references. 
2 figures. 4 tables.— Author's abstract. 


gynecology abstracts 


THE MENSTRUAL CYCLE 


66. The Phases of the Menstrual Cycle and Their Interpretation in Terms of the 
Pregnancy Cycle. GeorGe Ww. BARTELMEZ, Baltimore, Md. Am. J. Obst. & 
Gynec. 74:931-955. Nov., 1957. 


Evidence is presented to show that loss of tissue during normal menstruation is 
less than is usually taught. When interglandular stroma is specifically stained, 
the distinctive reticulum of the superficial zone shows that part of this zone sur- 
vives throughout the flow. The reduction in thickness of endometrium at_ the 
end of the cycle is due chiefly to loss of ground substance from stroma, secre- 
tion from glands, and involution of cells. Postmenstrual regeneration (on which 
the term proliferative phase is based) is confined practically to epithelia, whereas, 
in stroma, ground substance is restored and the tissue is reorganized. When one 
or more ovarian follicles begin to grow rapidly, the endometrial glands produce a 
watery secretion that reaches its height at ovulation. It does not accumulate in 
glands but is passed into uterine lumen, presumably facilitating insemination. 
Since data on ovaries are usually lacking for human beings, endometria that are 
neither progravid nor menstruating are apt to be assigned to this follicular phase. 
This leads to error since some such specimens are associated with inactive ovaries 
and lack the characteristic secretion. Immediately after ovulation a regression 
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often occurs in rhesus monkeys where both ovaries are available for study. The 
regression is associated with a constriction of coiled arteries, which alone supply 
superficial endometrial zones. Under progesterone dominance myometrium re- 
laxes, rhythmic contractions change, and richer secretion accumulates in glands, 
producing the characteristic microscopic picture of progravid phase. In pregnancy 
this is period of implantation; it is not the only secretory phase. There is always 
a premenstrual ischemic phase distinguished by constriction of coiled arteries, con- 
traction of myometrium, infiltration, and regression. This involution continues 
during menstrual extravasation and after shedding of the superficial zone. A 
diagram based on measurements of rhesus uteri shows fluctuations in ratio between 
thickness of endometrium and myometrium during the cycle. 61 references. 22 
figures. 2 tables. Author's abstract. 


67. Long-Acting Estrogens in Amenorrhea and Menopause. ANGEL 1. GURTMAN, 
J. A. ANDRADA, MEYER BLATT, J. A. EPSTEIN, H. K. UPPERMAN, Buenos Aires, 
Argentina. Obst. & Gynec. /0:261-265, Sept., 1957. 


Two parenteral oil-soluble esterified estrogenic compounds, estradiol 17-S-n- 
valerate and estradiol 17-cyclopentyl propionate, were evaluated in a group of 
patients with spontaneous and surgical climacteric and in patients with primary 
and secondary amenorrhea. The evaluation was made according to the changes 
induced in the menopausal and amenorrhea indices. The indices are based upon 
an objective evaluation of symptomatology and response, utilizing numerical con- 
version factors as previously described. Both preparations, in the doses used, 
achieved comparable therapeutic control of menopausal symptoms and of induced 
cyclic bleeding in amenorrhea. Comparison of the data for these long-acting estro- 
gens with those of standard oral estrogenic preparations revealed an analogous ef- 
fectiveness of all preparations. Parenteral placebo substances showed poor results 
in the control of menopausal symptoms as compared to the estrogens. It is felt 
that use of the estrogen esters in doses of 5 and 10 mg. for the estradiol cyclopentyl 
propionate and 10 and 20 mg. for the estradiol valerate, respectively, given intra- 
muscularly in both menopausal and amenorrheic patients, provided adequate ther- 
apeutic control in these patients. The duration of effect of either preparation was 
comparable and, based upon the objective end points used, was 2 to 3 weeks. These 
long-acting parenterals provided a convenient, effective, well-tolerated mode of 
administration to patients for whom an alternative to oral medication is needed. 
11 references. 2 figures. 4 tables._-Author’s abstract. 


THE VULVA AND VAGINA 


68. Vaginal Fascia, A Myth? epUARD UHLENHUTH AND GRETCHEN WOOD NOLLEY, 
Baltimore, Md. Obst. & Gynec. 10:349-358, Oct., 1957. 


To check recent articles in which it is claimed that the vagina has no demonstrable 
fascia, one more female cadaver was dissected. With the aid of a blunt instrument, 
a distinct fascial sheet was dissected both on the anterior and posterior walls of 
the vagina. In the vesicovaginal space, the vaginal fascia and the fascia on the 
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posterior surface of the bladder and cranial half of the urethra were individually 
displayed; they are separated from each other by loose areolar tissue. Dorsally in 
the rectovaginal space, three independent leaves, the fascia on the dorsal wall of 
the vagina, the rectovaginal septum (embryologically derived from the peritoneum 
of the pouch of Douglas), and the fascia on the ventral wall of the rectum were 
displayed. Since the fascial spaces between the pelvic viscera (vesicovaginal space 
anteriorly, retrovaginal and prerectal spaces dorsally) are filled with loose areolar 
packing tissue, the fasciae of the adjacent viscera can easily be separated from 
each other. 16 references. 4 figures.—-Author’s abstract. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


69. Cervical Carcinoma Complicating Procidentia. Report of a Case. ROBERT W. 
KISTNER, Brookline, Mass. Obst. & Gynec. 10:482—186, Nov., 1957. 


\ report of a 52 year old white woman with extensive primary squamous cell 
carcinoma of the uterine cervix associated with procidentia is given. The incidence 
of cervical cancer occurring in procidentia is given as being about 1.06 per cent as 
compared with a 2.0 per cent incidence from routine screening tests in patients with 
normally positioned cervices. This patient had noted prolapse for 18 years. When 
first seen, there was an ulcerated, firm mass, 18 by 12 by 6 em., that contained the 
cervix, uterus, vagina, and perineal body. The entire mass extended well beyond 
the introitus. Surgery was first performed to divert the urinary flow by means of 
skin ureterostomies. Two weeks later, an anterior exenteration, including a bilateral 
pelvic lymphadenectomy, was performed. The bladder, uterus, and adnexae were 
mobilized through an abdominal incision and were removed via the perineum to- 
gether with the entire vagina. The excised specimen showed extensive squamous 
cell carcinoma of the cervix with vaginal and bladder extension and tumor in the 
right ovarian vein. All lymph nodes were negative for cancer cells. The patient 
did well after surgery, but three months later she was seen because of a swelling 
on the proximal phalanx of the third finger of her right hand. Roentgenograms 
revealed complete destruction of the bone of that phalanx, and biopsy of the finger 
revealed squamous cell carcinoma. The digit was amputated. A recurrence of 
carcinoma in the perineal body was noted at the same time and radium was ad- 
ministered. Her course was poor following this, and death occurred four and one- 
half months after surgery. In retrospect it perhaps would have been wiser to ad- 
minister radium to the tumor area first and then perform a complete, rather than 
incomplete, exenteration. 4 references. 4 figures.—Author’s abstract. 


The radical vaginal (Schauta-Amriech) hysterectomy with extraperineal lymph- 
adenectomy has served a very useful purpose lo us in coping with this problem. Russell 
R. de Alvarez. 


70. Cancer of the Uterine Cervir. A Preventable Disease. PAUL 4. YOUNGE, Brook- 
line, Mass. Obst. & Gynec. 10:169-181, Nov., 1957. 


Carcinoma of the uterine cervix is a preventable disease because of the knowledge 
= 
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available concerning its life history, etiology, prophylactic measures, and methods 
of early detection. Invasive cervical cancer is preceded by carcinoma in situ, which 
in turn is probably preceded by basal cell hyperplasia, both being symptomless, 
benign-appearing lesions occurring usually in a cervix that is abnormal due to ero- 
sion, congenital or otherwise, or to laceration. These noninvasive lesions exist for 
many months or years before invasion occurs. Early marriage and early child- 
bearing are prominent etiologic factors, but more important, perhaps, is the role 
of smegma from the unhygienic male and the congenital cervical erosion. Universal 
circumcision of all male infants and routine correction of all cervical erosions, con- 
genital or acquired, are extremely important prophylactically and should be adopted 
by all. Carcinoma in situ and even early invasive cervical cancer are symptomless, 
and benign-appearing lesions, but they can be found or suspected by modern meth- 
ods of examination and diagnosis—the Schiller test, biopsy, and cytologic smears 
preferably direct from the cervix. Evidence is presented that negative cytology 
does not exclude cancer, and also that the Schiller test is as reliable a screening test 
as routine cytology or biopsy (if all iodine-negative squamous epithelium is bi- 
opsied). A normal cervix is defined as one that is covered entirely with squamous 
epithelium of normal color distal to the beginning of a cervical canal of a normal 
diameter. When columnar epithelium extends beyond the canal due to congenital 
erosion or laceration, the cervix is abnormal and should be investigated and cor- 
rected at an early age. A thoughtful annual examination with the knowledge of 
cervical pathology as shown by the Schiller test (meticulously described in the 
original article) and an appreciation of what is a normal cervix is still the best way 
to prevent and detect cervical cancer. 17 references. 9 figures.—Author’s abstract. 


Nol only is carcinoma in silu frequently without symptoms, bul erlensive and invasive 
lesions are also asymptomatic. Though the emphasis must always be placed upon the 
early diagnosis of early carcinoma, one will frequently find that this method of early 
diagnosis for early lesions uncovers a surprisingly large number of late lesions in the 
asymptomatic individual.— Russell R. de Alvarez. 


TL. Papanicolaou Smear in Private Practice. WALTER FENING, Middletown, Ohio. 
Obst. & Gynec. 10:646-650, Dec., 1957. 


Since the Papanicolaou smear technique has its greatest application in the diag- 
nosis of cervical carcinoma, the author feels that the technique should be used as 
widely as possible, particularly in gynecologic practice. Because of the shortage 
of trained personnel to interpret the smears, routine slides for all patients are im- 
practicable. Among the criticisms voiced about the technique are: (1) It is only 
accurate if the viewer is a highly trained cytologist. (2) The physical facilities re- 
quired are too extensive for other than large laboratories. (3) The time required 
for slide interpretation is prohibitive except in a laboratory where trained technicians 
can screen the slides. However, the clinician with adequate training is ideally 
suited to interpret the slide, especially if he is merely trying to decide which cervix 
to biopsy. The author feels that interpretation of slides should be as much a part 
of the gynecologist’s armamentarium as inspection, palpation, and Lugol's staining, 
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and that the physical requirements for the processing of slides can easily be met 
in most private offices. A series of 10 patients with intraepithelial carcinoma of 
the cervix, | patient with early invasion, and | patient with a class 1V smear is 
reported from the author's private practice. Since Jan. 1, 1955, 8 of 650 patients 
were found to have intraepithelial carcinoma, an incidence of 1.23 per cent. The 
average age of these was 36.2 years, with extremes of 22 and 63. Early invasion 
was found in the only nulliparous woman in the series. | No patient had a grossly 
suspicious lesion, and only | had suspicious symptomatology. Two patients with 
positive biopsies had no residual carcinoma in the cone specimen. Three of 7 pa- 
tients who had total hysterectomy had carcinomatous epithelium remaining after 
conization, indicating that conization is inadequate treatment. 7 references. 1 
table.—Author’s abstract. 


Simullaneous cytology and histology of the cervix will offer the highest return in the 
early diagnosis of cancer of the female genital tract. A greal question always arises 
in my mind as lo what is meant by early invasion. Doesn't this phrase lend to under- 
estimate the potentialities of truly invasive cancer? It is indeed hearlening that this 
study potentiates the thesis thal conization is inadequate treatment for carcinoma of the 
cerviz, anolher reason why the gynecologist has to be concerned with the long-lerm 
follow-up of all patients.—Russell R. de Alvarez. 


OPERATIVE GYNECOLOGY 

72. Indications for Hystereclomy in Postpartum Hemorrhage. LUCIANO 8. J. SOTTO 
AND ROMEO ARCHAMBAULT, Buffalo, N. Y. Am. J. Obst. & Gynec. 74:1082- 
1088, Nov., 1957. 


Hysterectomy has a definite place in the treatment of severe postpartum hemor- 
rhage: however, the indications for and the appropriate time to undertake such a 
procedure must be judiciously selected. It should not be resorted to in desperation 
when the patient’s condition is too critical to withstand the risk of surgery and 
the effects of anesthesia, nor should it be performed unless all conservative measures 
have been tried first. Among 24,642 deliveries in a five year period at the Millard 
Fillmore Hospital in Buffalo, N. Y., 10 hysterectomies were performed to control 
severe postpartum bleeding. They were performed because of concomitant placenta 
previa and placenta accreta, rupture of the uterus, atony (including Couvelaire 
uterus), and noninvolution of the placental site. Noninvolution of the placental 
site usually responds to conservative treatment and is an indication for hysterectomy 
only when bleeding is otherwise uncontrollable. Secondary afibrinogenemia was 
encountered in 2 patients, in both of which it was corrected before operation. Such 
blood clotting defects should be diagnosed and corrected, because hysterectomy 
will not cure the conditions unless the obstetrical cause is primary. The appropri- 
ate time to perform such a procedure will depend on the individual case and the 
vigor and effectiveness of the conservative measures employed. LL references. 
2 tables.—Acthor’s abstract. 
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The ideal answer is that the operator should nol wait too long before performing 
hysterectomy; on the other hand, it is unwise to be too quick in carrying oul hysterectomy. 
In some conditions, e.g., hypofibrinogenemia, hysterectomy is worthless, since the 
hematogenic process is systemic rather than local.—Russell R. de Alvarez. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


73. The Living Human Ovum. LANDRUM B. SHETTLES, New York, N. Y. Obst. 
& Gynec. 10:359-365, Oct., 1957. 


The mature, living ovum has been shown before and after partial and complete 
denudation of the corona radiata cells by means of phase contrast microscopy. 
The corona radiata cells vary greatly in shape and size. A tubular process extends 
from each corona cell proper through the zona pellucida and opens on its inner sur- 
face. This cannula varies in shape, diameter, and length. Granular material 
passes from the body of the corona cell through the cannular extension and empties 
into the granular suspension in the perivitelline space. The refractive index of 
the material within the corona cell, its extension, and the perivitelline space is the 
same. This material is believed to be nutritive material for the ovum for its de- 
velopment. The nucleolus, nucleus, nuclear membrane, and constituents of the 
ooplasm have been depicted. The mature, living ovum and the first polar body 
within the denuded zona pellucida have been reproduced in natural color for the 
first time. 5 references. 5 figures.——Author’s abstract. 


The original article is highly recommended. The colored photograph of human life 
al ils earliest is excellent.-Russell R. de Alvarez. 


FEMALE 


74. Urinary Stress Incontinence in the Female. 111. Round-Ligament Technic for 
Retropubic Suspension of the Urethra, C. PAUL HODGKINSON AND WILLIAM T. 
KELLY, Detroit, Mich. Obst. & Gynec. 10:493-499, Noy., 1957. 


The generally reported success with surgery for the relief of urinary stress in- 
continence varies from 70 to 90 per cent. Urethrocystographic studies have demon- 
strated the prime importance of reconstitution of the vesical sphincter mechanism 
if vaginal plastic operations are to relieve this condition. Suprapubic sling opera- 
tions utilize an equally important general principle: elevation of the urethrovesical 
junction to a high retropubic position so as to lessen hydrostatic stress on the dam- 
aged sphincter. Many prostheses have been utilized in a search for the ideal ma- 
terial for use as an elevating sling. Recently, use of the anterior vaginal wall, as 
in the technique of Marshall, Marchetti, and Krantz, has gained wide acceptance 
due to the relative simplicity of technique and high degree of success. However, 
certain conditions limit the effective utilization of the anterior vaginal wall as a 
suburethral sling, and other methods of achieving adequate sphincter elevation 
are occasionally needed. As an alternative method, a composite suprapubic tech- 
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nique utilizing the round ligaments is described. This procedure obviates many 
of the difficulties encountered in cases of anterior vaginal wall deficiency. It has 
proved successful in 12 cases of severe stress incontinence. 8 references. 3 figures. 
—Author’s abstract. 


75.  Arleriosclerosis and Renal Hypertension. Indications for Aorlography in Hy- 
perlensive Patients and Results of Surgical Treatment of Obstructive Lesions of 
Renal Arlery. EUGENE F. POUTASSE AND HARRIET DUSTAN, Cleveland, Ohio. 
J. A.M. A. 165:1521-1525, Nov. 23, 1957. 


Aortography was used in a series of 104 hypertensive patients who were selected 
as follows: (1) All patients who had unexplained disparity of the size or function 
of the kidneys as observed on urograms, (2) young patients who did not seem to 
have essential hypertension, (3) elderly patients in whom accelerated or malignant 
hypertension suddenly developed, and (4) all patients who had essential hyper- 
tension of long standing that abruptly became more severe. Of the aortograms 
of the 104 patients, 30 showed unilateral or bilateral obstructive lesions of the 
renal artery, most ef which were arterosclerotic plaques: 6 showed poststenotic 
aneurysmal dilatation. Nineteen patients underwent surgical treatment: the 17 
who survived had either nephrectomy or definitive arterial surgery for relief of 
obstruction. Of the 7 patients followed for more than one year, 5 have had con- 
sistently normal blood pressure and 2 have had remission of malignant hypertension 
and lowering of blood pressure. Of the 10 patients followed for less than one year, 
6 have had restoration te normal pressure, 4 have had amelioration but do not have 
normal pressure, | died postoperatively, and another died of progressive renal 
failure. Nephrectomy is the preferred operation for hypertension caused by uni- 
lateral renal arterial obstruction when there is atrophy and reduced function of 
the involved kidney. Other procedures include segmental aortic homografts, exci- 
sion of constricted renal artery segments, and endarterectomy. Currently, trans- 
lumbar aortography is the most important means of recognizing renal arterial dis- 
ease. 14 references. 2 figures. 2 tables.—Author’s abstract. 


If grealer attention were paid to these lesions in the recently pregnant patient, perhaps 
some improvement in the high morbidity and mortality of this group could be attained. 
~—Russell R. de Alvarez. 


MISCELLANEOUS 


76. Regression, Recurrence and Regression of Epithelial Alypism of the Cervix as 
Indicaled by Cytologic Smear, Colposcopic Findings and Schiller lodine Staining. 
WARREN R. LANG, A. E. RAKOFF, FELIX DE NARVAEZ, AND GABRIEL TATARIAN, 
Philadelphia, Pa. Am. J. Obst. & Gynee. 74:1000-1004, Nov., 1957. 


Atypical cervical epithelium may be produced by inflammation, by reparative 
regenerative processes, or by hyperhormonal states such as pregnancy. It may 
occur without any specific known cause. Such epithelium may return to normal 
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and become atypical again still later. A case report of unusual cervical changes in 
a nonpregnant multiparous Negro woman is presented, with two episodes of pelvic 
inflammation, cytologic, colposcopic, and iodine-staining findings becoming ab- 
normal, yet with a normal episode in between the two abnormal episodes and after 
the last one. Biopsy subsequent to the second pelvic inflammation showed a lesion 
variously diagnosed from severe atypism to early invasive carcinoma. On thorough 
study of the operative specimen, no malignancy was found. What makes this par- 
ticular case unique is that the authors were able to follow, with the subsidence of 
pelvic inflammation, a return to normal, and then a reversion to abnormal of 
(1) exfoliated cells, by cytology, (2) epithelial configuration and thickening, by 
colposcopy, and (3) one aspect of cervical epithelial physiology (glycolysis), by 
iodine staining with the Schiller test. All three showed a pattern of correlation 
and parallelism that, in our opinion, deserves reporting in the literature. 14 refer- 
ences. 2 figures.—Author’s abstract. 

77. Self-Relaining Cannula Set for Hyslerosalpingography. ALVIN M. SIEGLER, 

Brooklyn, N. Y. Obst. & Gynec. 10:329-331, Sept., 1957. 


The purpose of the presentation was to outline a method whereby the cervix 
and isthmus could be demonstrated roentgenographically. The instruments con- 
sist of two straight single-toothed tenacula, each 8 in. long, and a cannula 9 in. Jong. 
The cannula has one opening at its tip, and the distal 2 cm. of the instrument are 
rounded. The rubber acorns of different sizes can be attached to the rounded end. 
\ three way stopcock and Luer-Lok adapter are fitted to the opposite end. The 
shaft of the cannula is squared. A metal crossbar is attached to the shaft, and the 
two tenacula are fastened in the lateral groove of the crossbar. The technique is 
as follows: One tenaculum is placed on the lateral aspect of the right side of the 
cervix in a vertical direction, and the other is placed on the left side. The grasp 
includes at least | em. of the anterior and posterior cervical lips: thus the size of 
the external os can vary with the proximity of the two tenacula. The cannula 
with the appropriate rubber acorn is inserted at the external os. The rubber acorn 
may be reversed when the external os is unusually patulous. The vaginal speculum 
is removed, and the tenacula are attached securely to the crossbar of the cannula. 
The center set screw is tightened. Thus the external os is obturated, and reflux 
of the contrast media is prevented. 

The instruments and technique described above have the following advantages. 
(1) The size of the external cervical os can be regulated by the application of two 
tenacula. (2) Reflux of the contrast through the obturated cervix rarely occurs. 
(3) The cervical canal and isthmus are defined more clearly. (4) The gynecologist 
is free to take the roentgenogram and to develop it. (5) Uterine contractions and 
tubal action can be studied while the set is in situ. 4 figures.—-Author’s abstract. 
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